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With Nitr anitol hypertensives can return 
to a more normal life... sooner 


Because of its direct action on 
the arterioles, Nitranitol pro- 
vides Sare, GRADUAL, Pro- 
LONGED vasodilation, in 5 dosage 
forms. 
Nitranitol 

Mannitol hexanitrate 32 mg. 
Vasodilation plus sedation: 
Nitranitol 

with Phenobarbital 

Mannitol hexanitrate 32 mg. 

Phenobarbital. ..... 16 mg. 
Protection in capillary fragility: 
Nitranitol 

with Phenobarbital 

and Rutin* 

wate 20 mg. 
When threat of cardiac failure exists: 
Nitranitol 

with Phenobarbital 

and Theophylline* 

with Theophylline. .100 mg. 
For refractory cases of hypertension: 
Nitranitol P. V.* 

with Alkavervir...... 1 mg. 

(A special alkaloidal fraction 

of Veratrum viride, biologi- 

cally standardized for hypo- 

tensive activity.) 
*Each contains Nitranitol 32 mg. 

and Phenobarbital 16 mg. 
DOSAGE: In blood pressures 

over 200 systolic, 2 tablets 4 

times daily. In other cases, 1 

or 2 tablets every 4 to 6 hours. 
NOTE: Nitranitol is exceptionally 
stable, assuring potency, so im- 
portant in hypertensive medication. 


Restricted activity and frequent laboratory checkups are 
often a concern to the patient. You can return many 
hypertensives to a more normal life with Nitranitol. Because 
of its low toxicity, blood pressure is safely lowered—side 
effects are the exception rather than the expected. 
Nitranitol acts directly on the arterioles to produce gradual 
vasodilation. Jt maintains lowered pressures for 

prolonged periods. 


Why not start your hypertensive patients on Nitranitol—the — —— 
universally prescribed drug for essential hypertension? 


N t | 
MERRELL’S SAFE, GRADUAL, PROLONGED-ACTING VASODILATOR CINCINNATI 
New York St. Thomas, Ontario 


This chart shows the blood pressure response you 
can produce for your hypertensive patients. 


The Wm. S. Merrell Company . . . Pioneer in Medicine for 125 Years. 
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Top left: “X-rays revealed a huge ulcer 
crater in the duodenal bulb.”’ 


Top right: ‘Twelve days later the crater 
was strikingly reduced in size.”’ 


* Bottom: “Two weeks later another spot 
roentgenogram revealed complete healing.’’ 


Rapid Healing of Duodenal Ulcer with Pro-Banthine* 


CASE REPORT 


J. L., male, age 39, refused surgery even though 
roentgen study revealed a huge ulcer crater in 
the duodenal bulb (top left). He was placed on 
a Pro-Banthine regimen of 30 mg. four times a 
day. After twelve days of therapy the crater was 
strikingly reduced in size (top right) . 

Two weeks later another spot roentgenogram 
revealed complete healing (bottom) . ‘This ulcer 
crater was unusually large, yet on 30 mg. of 
Pro-Banthine [q.i.d.] the patient’s symptoms were 
relieved in forty-eight hours and a most dramatic 
diminution in the size of the crater was evident 
within twelve days.” 

Schwartz, I. R.; Lehman, E.; Ostrove, R., and 
Seibel, J. M.: A Clinical Evaluation of a New Anti- 
cholinergic Drug, Pro-Banthine, to be published. 
Pro-Banthine (brand of propantheline bro- 


mide) is a new and improved anticholinergic agent 
with minimal or no side reactions. 

Pro-Banthine inhibits neural impulses at both 
the sympathetic and parasympathetic ganglia and 
at the postganglionic nerve endings of the para- 
sympathetic system. It is valuable in many con- 
ditions in addition to peptic ulcer, notably gas- 
tritis, pancreatitis, intestinal hypermotility, 
genitourinary spasm and hyperhidrosis. 

Pro-Banthine is available in three dosage forms: 
15 mg. sugar-coated tablets; Pro-Banthine (15 
mg.) with Phenobarbital (15 mg.), sugar-coated 
tablets, for use when anxiety and tension are 
complicating factors; ampuls of 30 mg. for more 
rapid effect and in instances when oral medica- 
tion is impractical or impossible. 


SEARLE Research in the Service of Medicine 
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By combining adherence to a leisurely daily 

schedule with mild vasodilator sedative 

. ~ “se : medication, hypertensive patients can often 

ye => ~~ find a more serene and tranquil existence. 
WINTHROP . Theominal exerts a general tranquiliz- 
ing effect. With continued administration 


® there is frequently a gradual reduction of 

] N A blood pressure to a more normal level with 
relief of hypertensive symptoms including 

(Theobromine 5 grains, Luminal® % grain) congestive headache, chest pains, vertigo 


Vasodilator and Sedative for and dyspnea. 
ARTERIAL HYPERTENSION 


a DOSE: One Theominal or Theominal® tablet 
two or three times daily. With improvement the 


When I lation is requi 1: dose may be reduced or omit periodically. 


HEOMINAL 


(Theobromine 5 grains, Luminal® 4 % grain) WINTHROP-STEARNS INC. 


Theominal and Luminal (brand of phenobarbital), trademarks reg. U.S. & Canada NEW YORK 18, N. Y. » WINDSOR. ONT. 
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@The American Academy of General Practice is 
a national association of physicians engaged in 
the general practice of medicine and surgery. 
It is dedicated to the belief that general practice 
is the keystone of American medicine, and to the 
conviction that continuing study is the basis of 
sound general practice. It is the role of GP, 
official publication of the Academy, to provide 
constantly the best postgraduate literature in all 
phases of general practice in its scientific section. 
In other regular departments it carries articles 
and official reports pertinent to the work of the 
Academy's fifteen standing committees. 


GP is published monthly by the American Academy of 
General Practice. Materials for Publication should be ad- 
dressed to the Editorial and Business Offices: Broadway at 
Thirty-fourth St., Kansas City 11, Missouri. Publication Office 
(printer): 350 East 22nd Street, Chicago 16, Illinois. « One 
dollar a copy. By subscription: $5.00 a year to members of 
the American Academy of General Practice, $10.00 a year 
to others in U.S.A. $12.00 in Canada; $14.00 in other foreign 
countries. Entered as second-class matter at the post office 
at Kansas City 8, Missouri. Additional entry at Chicago, 
Illinois. + Printed in U.S.A. by R. R. Donnelley & Sons Company 
at The Lakeside Press, Chicago. Copyright, 1953, by the 
American Academy of General Practice. 


GP September, 1953 


TRADE MARK REGISTERED U. S. PATENT OFFICE 


ARTICLES 


Rational Antibiotic Therapy . 
Edwin D. Kilbourne, M.D. 


Fundamental principles as a guide to use of antibiotics or 
chemotherapeutic agents. 


Cardiac Pam ..... 
Hugh H. Hussey, M.D. 


A discussion of types of cardiac pain and of some of the 
multitude of conditions that may mimic cardiac pain. 


Phenylbutazone in General Practice. 
Edward W. McCormick, M.D. 


One general practitioner's experience with a new anti- 
rheumatic agent in 100 cases. 


Anorexia in Children 
Paul Williamson, M.D. 


An appraisal of children's variations in appetite—and what 
to do about them. 


Group Learning of Psychosomatic 
Ben Calloway Jones, Jr., M.D. 


How c group of physicians filled their need to learn how to 
practice “minor psychiatry.” 


Thyroiditis and Its Treatment . 
George Crile, Jr., M.D. 


A brief review of the diagnosis and treatment of the main 
types of thyroiditis. 


Practical Therapeutics—The Manage- 
ment of the Convulsive Disorders 
John B. Pfeiffer, Jr., M.D. 


Types, etiology, diagnosis, and treatment—with a separate 
section on special problems. 


(Continued on page 5) 


34 


41 


53 


57 


61 


67 


70 


; 
° 


DIVISION OF MERCK & CO., tre. ed 
Philedeiphhe |, 


PHOTOGRAPH BY PAUL RADKAI 


From 6 to 60... the preferred dosage form 
RE DISOL. 


CRYSTALLINE VITAMIN Bi2 


ACTIONS AND USES: REDISOL offers the versatile vitamin 
Biz in all the practical dosage forms. The soluble tab- 
lets are a convenient oral dosage for therapy in certain 
cases of anemia (such as nutritional macrocytic ane- 
mia). Children like to take Repisot Elixir, and it is 
particularly useful for compounding prescriptions. 
REDISOL Injectable provides more potent dosage 
strengths for use in selected anemias, such as perni- 


cious anemia. It is also valuable for the relief of pain in 
certain neuritic conditions (such as trigeminal neuri- 
tis), and also in some vascular disorders. 

SUPPLIED: In many forms — Soluble Tablets, 25 and 50 
mcg. in bottles of 36 and 100. REpIsoL Injectable, 30 
and 100 mcg. per cc. in 10 cc. vials— and now 1,000 
mcg. per cc. in 1 cc. vials. Elixir, 5 mcg. per 5 cc. in pint 
SPASAVER@ and gallon bottles. 
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Leg Cramps Alleviated or 
Stopped In 240 Out of 251 
Cases with 0S-Cal or 0S-Vim 


We asked doctors who have been prescrib- 
ing OS-Cal or OS-Vim as a source of oyster 
shell calcium to tell us their experiences. 
These are typical comments from their 
reports: 


"I have not experienced a single 
case of leg cramps in pregnancy 
since using OS-Cal as a source of 
calcium." 


"OS-Vim was given early in preg- 
nancy and continued level with no 
development of leg cramps in any 
case. Two of the cases treated 
had shown severe leg cramps in 
previous pregnancies " 


The Facts About OS-Cal and OS-Vim 
OS-Cal is oyster shell calcium plus Vitamin 
D. Because it contains twice as much avail- 
able calcium, it equals two of any other 
calcium tablets. 


OS-Vim is oyster shell calcium plus 100% 
of vitamins and minerals required in preg- 
nancy. It is the smallest complete OB 
tablet on the market. 


Prove These Results Yourself: 
You will find that oyster shell calcium is 
BETTER ASSIMILATED and that it 
alleviates or stops leg cramps in pregnancy 


in 80% of cases 
Order direct or have your 


druggist obtain a supply. 
MARION LABORATORIES, Inc. 


4213 TROOST AVENUE 
KANSAS CITY, MISSOURI 
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UNITENSEN 


Brand of Cryptenamine (Irwin-Neisler) 


TRADE -MARK 


COMPARISON OF UNITENSEN WITH PROTOVERATRINE 
AND THREE OTHER ALKALOID PREPARATIONS 


Unique Advantages of UNITENSEN 


Emetic: 
Drug Therapeuti Therapeuti 
@  Ofall the known Veratrum alkaloids or Veratrum Ratio Index 

alkaloid preparations, Unitensen, brand of cryp- (cryptenamine—Irwin, Neister) 43 125 
tenamine, is the only one which has a 4:1 ratio Protoveratrine A & B 1:1 20 
between its hypotensive activity and the dosage Commercial Alkaloid Preparation A 124 40 
level which produces the side effect of vomiting. 

Commercial Alkaloid Preparation B 1:1 - 
Unitensen assures a wide margin between Commercial Alkaloid Preparation C 1A _ 


therapeutic and vomiting dose by means of a 
dual biologic standardization for both emetic 
propensities and hypotensive action. 


Unitensen has shown excellent results in clinical 
studies in hypertensive crisis, eclampsia, preeclamp- 
sia, and preeclampsia with underlying essential 


@ Unitensen has a therapeutic index of 125— hypertension. 
highestof all available Veratrum alkaloids tested. Unitensen (Aqueous) is available at present as a paren- 
. teral preparation, containing 2 mg. per cc. (260 C.S.R.* 
@  Unitensen has consistent, predictable and 


Units) of cryptenamine, in 5 cc. multiple dose vials. 


uniform action. *Carotid Sinus Reflex 


IRWIN, NEISLER & COMPANY @¢ DECATUR, 


Kesearch le Sewe Gour Practice 


ILLINOIS 
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MEMO FROM THE 


MANAGING PUBLISHER 


As ANY casual reader of GP might observe, we utilize to the 
fullest extent the visual aids which art and illustration lend 
to a scientific article. 

Professor Elon Clark, director of the Division of Medical 
Illustration, Duke University School of Medicine, has given 
us some tips which we should like to pass on to our readers. 
Professor Clark, who is responsible for the illustrations of the 
Duke Practical Therapeutics series, now appearing in GP, 
believes there are four apt classifications of medical illustra- 
tions: (1) Scientifically sound and beautiful to behold. (2) 
Scientifically sound, but not so beautiful. (3) Not scien- 
tifically sound, but beautiful. (4) Neither scientifically sound 
nor beautiful. 

Every physician-writer who has ever faced the problem 
of getting an article illustrated or an exhibit made, aims for 
the first classification, of course. He finds that he can either 
produce his own drawings, or seek the services of a profes- 
sional medical illustrator. 

If the author wants to depend on his own efforts he must 
possess artistic talent plus some knowledge of engraving 
and reproduction processes. If he lacks talent and decides 
to alter for his needs suitable material already in existence, 
he will still need technical knowledge. On the other hand, 
he may find existing material which completely satisfies his 
needs and requires no alteration. Then he must obtain per- 
mission to use it from the copyright owner. 

The physician may seek out a professional medical il- 
lustrator. This is a comparatively rare breed, recent esti- 
mates showing that there are about 200-250 medical artists 
and 750-1,000 medical photographers in the country. Most 
of them are found in large medical research centers. When 
an author does not know of a competent medical illustrator, 
Professor Clark would advise him to seek advice from the 
Association of Medical Illustrators or the Biologic Photo- 
graphic Association. 

If illustrative needs require design, clarification, and speci- 
fic knowledge of the subject matter, the medical artist is 
needed. If quick and accurate reproductions are required, 
the medical photographer can be used. 

Author and illustrator can work via long distance, but the 
artist must be given clear and specific directions. He should 
know the subject to be illustrated, the message to be con- 
veyed, the purpose for which the illustration will be used, 
and the audience level to which it will be directed. When 
he knows this, the artist can estimate time and cost. 

Medical illustrators are becoming more conscious of 
their role in the advancement of medical science. With a 
common goal, illustrator and scientist, believes Professor 
Clark, can produce illustrations that will be “both scienti- 
fically sound and beautiful to behold.” —M.F.C. 
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syrup tablets 


to replace codeine 


‘Toryn’ is a new, non-narcotic antitussive compound which (1) reduces 
the sensitivity of the cough reflex and (2) relaxes spastic bronchi 
to promote expulsion of dense secretions. 


“Toryn’, 10 mg., delivers a positive antitussive effect equal to 


that of codeine, 20 mg.—but unlike codeine . . . 


‘Toryn’ does not cause constipation. 
‘Toryn’ has no effect on respiration. 
‘Toryn’ does not depress the patient. 


‘Toryn’ has a remarkably low toxicity. 


Available: Syrup: In 4 fl. oz. bottles. Tablets: Bottles of 25. 


Smith, Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. for iphen i .S.K.F. 
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SIGNIFICANT EVENTS 


Open Warfare Ends > The AMA and the American Legion have broken off diplomatic 

AMA-Legion Alliance relations in a sharp battle over the question of nonservice 
connected medical care for veterans. The cold war that 
developed when these former allies split over this not so 
cold issue has flared into open hostilities. 


AMA President E. J. McCormick fired the opening salvo in 


n address in Denver a fortnight ago when he charged 

hat "veterans organizations" are "unwittingly planting 

he seeds of socialization" by fostering the expansion 

of free medical care for veterans regardless of need and 

service connection. The nation's 20 million veterans 

"ao = follow the colors to be wards of the government," 
e said. 


VA Hospitals Seen As >» McCormick cited figures showing 84.6 per cent of the 

Medical Supermarkets 511,895 patients discharged from VA hospitals in 1951 were 
treated for conditions unrelated to military service. He 
decried the "determined effort on the part of some special 
interest groups to foist upon the American people a national 
health program that would ultimately evolve into a chain of 
federally operated medical supermarkets." 


The Legion counterattacked with veiled threats of "tragic 
results" if the AMA further antagonizes the Legion with 


"anti-veteran propaganda." 


Thus ended a tenuous entente that saw the politically 


owerful Legion join the AMA against Oscar Ewing's social— 
ized medicine. In return, the AMA helped defeat proposals 


for a United Medical Administration that would have absorbed 
and ended the sovereignty of the Legion's darling, the VA. 


Political Aspects in >» The controversy is certain to have important political im— 
Free Care Controversy plications;_a recently published letter from Joseph M. 


Dodge, Director of the Bureau of the Budget which reports 

oe directly to President Eisenhower, indicates that the Admin— 
m istration is squarely on the side of the medical profession. 
et Such a politically courageous move is fair evidence that the 
Administration will support economy vs. paternalism, not- 
withstanding the lethal lobby of the Legion. 


Income Tax Laws >» How do Academy members feel about proposals to extend the 
Up for Revision Social Security program? When Congress resumes the 83r 


session Administration proposals to add ten and a half mil- 
lion self-employed persons to those now covered will receive 
early attention. Rep. Reed (R.-N.Y.), Chairman of the 
potent House Ways and Means Committee, has introduced a bill 
(HR 6812) to effect the President's recommendations for ex- 
pansion of Old Age and Survivors' Insurance. 


A Joint Committee on Internal Revenue Taxation and the 
House Ways and Means staff will report to Congress when it 
reconvenes. Its report is expected to include discussion of 
tax deferment plans for professional persons. These pro- 
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Showdown Expected 
In New York on HIP 


Court Action Hinted 
By Medical Director 


Consider Care for 
Service Dependents 


posals will likely be considered in relation to Social Se- 
curity expansion. The self-employed, represented by AMA, 
ADA (dentists), ABA (lawyers), AIA (accountants), AFBF 
(farmers), et cetera, want tax deferred pension plans for 1l 
million self-employed persons and 32 million employees not 
covered by company pension plans. The professions oppose 
Social Security coverage arguing that their Social Security 
taxes will be wasted because they cannot receive benefits 
after age 65 if their earnings are more than $75 per month. 


> The long standing feud between private practitioners in 
New York and HIP, the city subsidized, closed panel prepay— 
ment plan, has taken on new intensity. On July 1, HIP 
raised rates by 20 per cent for its 400,000 subscribers, 
two-thirds of whom are city employees. Promptly some city 
employees threatened to withdraw. 


The Kings County (Brookl Medical Society simultaneously 
resumed its attack upon the system as unethical, substand— 


ard, and monopolistic. It adopted by a four-—to-one vote 
resolutions: (i Forbidding advertising by prepayment plans; 
(2) restricting treatment by hospitals except for "public 
charges"; (3) demanding free choice of physicians in prepay 
plans; and, (4) somewhat extraneously, sanctioning splitting 
of fees if "commensurate with the services rendered." 


> At this point the fight was taken up in the pages of New 
York's newspapers. Dr. George Baehr, HIP president and 

medical director, complained that the society's strictures 
against advertising were in restraint of trade and threat-— 


ened to appeal to the courts if the New York State Medical 
Society House of Delegates sustains the county society. 


The Kings County Society countered with a positive pro-— 
posal for revisions in HIP's policies. It demanded that 
HIP pay fees to any physician selected by a subscriber in- 
stead of requiring he go to one of its thirty closed panel 
clinics and proposed that the five borough medical societies 
be allowed to approve participating clinic groups. 


The threat to private medicine from closed panel insurance 
plans such as HIP and Kaiser's Permanente Plan on the oppo— 
site coast are real and present. Both plans are encounter— 
ing serious difficulties. They will likely have to amend 
their plans in coming years if they expect to survive. 


> A special committee under Dr. Melvin A. Casberg, now 
serving as Assistant for Health and Medical matters to the 
Secretary of Defense, is drafting legislation to extend 
medical care to all servicemen's dependents, regardless of 
rank. An advisory commission completed a six months' study 
last month with recommendations to Defense Secretary Wilson 
that the estimated three million dependents be guaranteed 
complete medical care, using private physicians and hos- 
pitals on a fee basis where military facilities are lack-— 


ing. The proposed bill is expected to embody these recom- 
mendations. 


The question of free care for servicemen's dependents 
should be considered in relation to veterans' demands for 
complete medical care at government expense. Together these 
constantly growing groups comprise a sizable portion of the 
total population. The issue of whether they are to become 
permanent wards of the government is one to which organized 
medicine will give increasing attention in the months ahead. 


Respectfully, 
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A record of complaints made by 100 mothers of normal newborn infants 
illustrates in striking fashion the extent to which baby’s ‘‘eating and 
digestion’’ constitute a source of maternal anxiety. Of 178 complaints cited 
by Carithers,1 a total of 58 (or 33 per cent) were concerned with prob- 
lems related to feeding. 1. Carithers, H. A.: J. Pediat, 38:654 (May) 1951 


To reduce the incidence of feeding problems . . . Similac 


With Similac, as with breast milk, the action of gastric juice produces a 
fine, soft, fluid curd with zero tension, assuring rapid, easy digestion and 
a reduced incidence of digestive disorders. A constant and correct source 
of nutrition, the full, balanced Similac formula provides fat, protein and 
carbohydrate closely approximating the content of mother’s milk in quan- 
tity and quality; 50 mg. of vitamin C per reliquefied quart; vitamin By2 
and folic acid (naturally occurring, in breast-milk quantities); other vita- 
mins, and minerals in favorable proportions. 


SIMILACs 


There is no closer equivalent to the milk of healthy, well-nourished mothers. 
Supplied: Similac Powder in tins of 1 tb., with measuring cup; Similac Liquid in tins of 13 fl. oz. 


Wey, wo M & R Laboratories, Columbus 16, Ohio 
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, Anxieties about feeding totaled 33 per cent a 
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State Chapter Presidents and Secretaries 


Alabama. President: J. N. Carmicuart, M.D., 4614 Carnegie 
Ave., Fairfield; Secretary-treasurer: W. A. Dozier, Jr., 
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McDowell Rd., Phoenix; Secretary-treasurer: KENNETH 
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Arkansas. President: James M. Kors, M.D., Box 472, 
Clarksville; Secretary-irsasurer: C. C. Lone, M.D., 
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California. President: Francis T. Hopces, M.D., 2299-19th 
Avenue, San Francisco; Secretary-treasurer: ANTONIO J. 
Franzi, M.D., 4808 Mission St., San Francisco; Executive 
Secretary; Witttam W. Rocers, 461 Market Street, San 
Francisco 


Colorado. President: Lawrence BucHaNnan, M.D., Wray; 
Secretary: R. M. Maut, M.D., 2704 West 32nd Avenue, 
Denver; Treasurer: Tuomas E. Best, M.D., 3705 East 
Colfax, Denver 


Connecticut. President: Epwin R. Connors, M.D., 416 
Boston Avenue, Bridgeport; Secretary-treasurer: PETER 
J. Scarraretto, M.D., 410 Asylum Street, Hartford 


Delaware. President: S. W. Barrosuesky, M.D., 830 Spruce, 
Wilmington; Secretary: Marsorie E. Conran, M.D., 519 
Philadelphia Pike, Wilmington; Treasurer: Rosert S. 
SEEHERMAN, M.D., 915 Washington, Wilmington 


D.C. President: S. A. THomas, M.D., 4301 48th St., N. W., 
Washington; Secretary-treasurer: SamuEL Diener, M.D., 
2808 Ordway St., N.W., Washington 


Florida. President: R. R. Kittincer, M.D., 225 W. Ashley 
St., Jacksonville 2; Secretary-treasurer: Leo M. WACHTEL, 
M.D., 442 St. James Bldg., Jacksonville 2 


Georgia. President: Peter Hypricx, M.D., College Park; 
Secretary-treasurer: Maurice F. M.D., Hawkins- 
ville 


Idaho. President: Franxuin C. Davin, M.D., 407 Continental 
Bank Bldg., Boise; Secretary-treasurer: JouN T. Bruny, 
M.D., 123 E. Idaho, Meridian 
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Illinois. President: W. H. Watron, M.D., 109 S. High 
Street, Belleville; Treasurer: Cart G. SacuTieBeNn, M.D., 
7905 Cottage Grove, Chicago 19; Executive Secretary: 
H. Marcumont-Rosinson, M.D., 14 East Jackson Blvd., 
Chicago 


Indiana. President: Wiuuam R. Tinpaut, M.D., 505 S. 
Harrison St., Shelbyville; Secretary-treasurer: NORMAN 
R. Boouer, M.D., 447 East 38th St., Indianapolis 


lowa. President: JosepH G. Fettows, M.D., 405% Douglas 
Ave., Ames; Secretary-treasurer: Witutam M. Sprout, 
M.D., 912 Equitable Bldg., Des Moines 9; Executive- 
Secretary: Mrs. Euizasetu B. Netson, 3600 Franklin Ave., 
Des Moines 10 


Kansas. President: Georce E. Burket, M.D., 138% Main 
Street, Kingman; Secretary-treasurer: Harotp L. Low, 
M.D., 3910 East English, Wichita; Executive Secretary: 
Mr. Gene Witcox, 406 State Bank Building, Winfield 


Kentucky. President: Kerrh P. M.D., 109 Center, 
Corbin; Secretary-treasurer: D. G. Miter, Jr., M.D., 
Morgantown 


Louisiana. President: EtprepGe L. Carroit, M.D., Columbia; 
Secretary: Jason C. Sanpers, M.D., 106 E. Kingshighway, 
Shreveport; Treasurer: Epwin R. Guipry, M.D., 1343 
Annunciation St., New Orleans 


Maine. President: Crype I. Swett, M.D., 18 Sherman St., 
Island Falls; Secretary-treasurer: W. H. Boynton, M.D., 
Paradise Road, Bethel 


Maryland. President: Harotp PitumMer, M.D., P. O. Box 
95, Preston; Secretary-treasurer: NATHAN E. NEEDLE, 
M.D., 4215 Park Heights Ave., Baltimore 


Massachusetts. President: James G. Simmons, M.D., 30 Myr- 
tle Ave., Fitchburg; Corresponding Secretary: R. ADE- 
LAIDE Draper, M.D., 1107 Washington St., Dorchester; 
Treasurer: Dante, M. Rocers, M.D., 2 Cherry Street, 
Wenham 


Michigan. President: Frepertck E. Lucer, M.D., 303 North 
Jefferson Ave., Saginaw; Secretary-treasurer: Russet F. 
Fenton, M.D., 15125 Grand River Ave., Detroit 27 


(Continued on page 13) 
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BEFORE DELIVERY DELIVERY 


AVERAGE LEVEL OF PROTEIN-BOUND IODINE 
IN NON-PREGNANT WOMEN: 5.44 « 0.82 GAMMA 


7th 8th 


MONTH OF PREGNANCY 


GRAPH BASED ON DANOWSKI'S PAPER® 


ctor in Postpartum Fatigue? 


Fatigue and other nonspecific postpartum 
complaints, which many women experience 
for weeks and even months, now may not 
have to be accepted as one more burden that 
goes with motherhood. Consistently lower 
serum protein-bound iodine values as found 


in a series of healthy young women studied 
during the first year postpartum suggest the 
~_existence of a state of relative hypofunction 
thyroid.* Thyroid medication appears to 
physiological answer in this condition, 


ar® provides whole gland thyroid med- 
at its best. Prepared from beef sources 
ly, thyrar undergoes dual standard- 
ization, Chemically assayed and biologically 
/| tested. ar is of superior uniformity. 
pplied: Tablets of 4%, 1 and 2 grains 
of 100 and 1000. 


,et al.: Am. J. Obst. & Gynec. 65: 77-80, 1953. 


THE ARMOUR LABORATORIES 


A DIVISION OF ARMOUR AND COMPANY + CHICAGO 11. ILLINOIS 


world-wide 


PHYSIOLOGIC THERAPEUTICS THROUGH RESEARCH 
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(Continued from page 11) 

Minnesota. President: Cuartes C. Cooper, M.D., 322 Hamm 
Bldg., St. Paul; Secretary-treasurer: ROBERT RICHARDSON, 
M.D., 2395 University Avenue, St. Paul; Executive Secre- 
tary: James A. Brake, M.D., 15-9th Avenue, South, 
Hopkins 


Mississippi. President: Gus A. Rusu, Jr., M.D., 2208 11th 
Street, Meridian; Secretary-treasurer: Wiu1aM E. Lor- 
TERHOS, M.D., Box 1435, Jackson 


Missouri. President: W. KennetH Grover, M.D., South Side 
of Square, Mt. Vernon; Secretary-treasurer: P. V. 
Srecet, M.D., Bothwell, Memorial Hospital, Sedalia 


Montana. President: J. A. Muertiter, M.D., 407 Montana 
Building, Lewistown; Secretary-treasurer: Rosert H. 
Lreps, M.D., Chinook 


Nebraska. President: Frank J. Mnux, M.D., 3374 South 
13th St., Omaha; Secretary-treasurer: W. E. HUNGERFORD, 
M.D., 1904 Spencer Street, Omaha 


Nevada. President: H. E. Betnap, M.D., 1129 D St., Sparks; 
Secretary-treasurer: C. Davip Lamairp, M.D., 201-15th 
Street, Sparks 


New Hampshire. President: Aurrep D. Minacuik, M.D., 
Northwood Narrows; Secretary-treasurer: WituiaM F. 
Putnam, M.D., Lyme 


New Jersey. President: Epwin Rosner, M.D., 814 Haddon 
Avenue, Collingswood; Secretary-treasurer: ARTHUR P. 
Trewuetta, M.D., 376 Fairmount Ave., Jersey City 


New Mexico. President: Eart Martone, M.D., 302 West 
Tilden, Roswell; Secretary-treasurer: W. D. SepGwick, 
M.D., 122 West Hadley, Las Cruces 


New York. President: Froyp C. Bratt, M.D., 833 South 
Avenue, Rochester 20; Secretary-treasurer: RayMonp S. 
McKeesy, M.D., 84 Main Street, Binghamton 


North Carolina. President: Amos N. Jounson, M.D., Garland; 
Secretary-treasurer: JoHN R. Benper, M.D., Nissen 
Building, Winston-Salem 


North Dakote. Acting Secretary: Ira D. Ctiarx, M.D., 
Casselton 


Ohio. President: THomas E. Rarpin, M.D., 2112 Arlington 
Avenue, Columbus 12; Secretary-treasurer: Eart D. 
McCatuster, M.D., 1113 Bryden Road, Columbus 5 


Oklahoma. President: Auten G. Gipss, M.D., 521 N. W. 
llth, Oklahoma City; Secretary-treasurer: WARREN B. 
Poote, M.D., 2025 N. W. 12th St., Oklahoma City 


Oregon. President: Verne L. Apams, M.D., 819 Medical 


Center Bldg., Eugene; Secretary-treasurer: Ropert C. 
Kwott, M.D., 832 Medical Center Bldg., Eugene 
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Pennsylvania. President: CHArtes K. Rose, Jr., M.D., 2115 
Hanover Ave., Allentown; Secretary-treasurer: HORACE 
W. Esusacu, M.D., 4203 Ferne Blvd., Drexel Hill 


Rhode Island. President: Perer C. H. Erinakes, M.D., 
1425 Main, West Warwick; Secretary-Treasurer: RicH- 
ARD J. Kraemer, M.D., 2907 Post Road, Greenwood 


South Carolina. President: Wiu.AmM H. Speisseccer, M.D., 
100 Rutledge Ave., Charleston; Secretary-treasurer: 
Horace M. Wurrwortn, M.D., 301 E. Coffee St., Green- 
ville 


South Dakota. President: ArTHuR P. Repinc, M.D., Marion; 
Secretary-treasurer: Joun A. Krrretson, M.D., 721 
South Walts Ave., Sioux Falls 


Tennessee. President: C. B. Roperts, M.D., Box 87 Sparta; 
Secretary-treasurer: D. J. Jouns, M.D., 313 Bennie- 
Dillon Bldg., Nashville 


Texas. President: Cuester U. Cartan, M.D., Box 488, Rotan; 
Secretary-treasurer: Woopson W. Harris, M.D., 1410 
Nickerson Street, Austin 


Utah. President: Eart F. Wicut, M.D., 607 Judge Building, 
Salt Lake City; Secretary-treasurer: J. Poutson Hunter, 
M.D., 3007 Highland Drive, Salt Lake City 


Vermont. President: Harry M. Rowe, M.D., 65 Main Street, 
Wells River; Secretary: Currorp B. Harwoop, M.D., 
Manchester Center; Treasurer: Donatp L. Basuaw, M.D., 
31 S. Main St., Wallingford 


Virginia. President: Eowarp E. Happocx, M.D., 1133 W. 
Franklin, Richmond; Secretary: W. Linwoop Batt, M.D., 
714 North Boulevard, Richmond 20; Treasurer: CuirrorD 
R. Trrus, M.D., P.O. Box #376, Bedford; Executive 
Secretary: (Mrs.) Heten M. Setter, 1105 West Franklin, 
Richmond 20 


Washington. President: Joun E. Gaurincer, M.D., Medical 
Arts Building, Wenatchee; Secretary-treasurer: ROBERT 
McC. O’Brien, M.D., Medical Center Building, Spokane 


West Virginia. President: Cart B. Haut, M.D., 1601 W. 
Washington, Charleston; Secretary-treasurer: HatvarD 
Wancer, M.D., Box 175, Shepherdstown 


Wisconsin. President: Jerome WatTer Fons, M.D., South- 
gate, 3333 S. 27, Milwaukee; Secretary-treasurer: ROBERT 
F. Purrett, M.D., 758 North 27th St., Milwaukee 8 


Wyoming. President: Ext Cuester Ripoceway, M.D., Cody 
Clinic, 1301 Rumsey Ave., Cody; Secretary-treasurer: 
Wiutarp H. Pennoyer, M.D., 314 Hynds Building, 
Cheyenne 


Hawaii. President: Toru Nisuicaya, M.D., 764 Kapahulu 
Ave., Honolulu; Secretary-treasurer: Rosert D. Mittarp, 
M.D., Young Hotel Bldg., Honolulu 
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rely on the ESKACILLINS® 


the palatable liquid penicillin preparations for oral use 


Because they are readily soluble in gastric juice, the ‘Eskacillins’ are 
more rapidly absorbed than are the newer, highly insoluble salts of penicillin 


such as benzethacil. Consequently, you obtain far higher blood levels 


with the ‘Eskacillins’. 


Smith, Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. 
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7 or higher penicillin = 

3 

: 


A comparison of the average serum 
concentrations in the same patients 


after a single oral dose... 


(averages of a series of patients, oral fasting) 


‘Eskacillin’ vs. one of the newer, highly insoluble penicillin salts 


‘Eskacillin’, 300,000 units 


mee Benzethacil, 300,000 units 


concentration of penicillin in blood, UNITS/CC. OF SERUM 


Source: Foltz, E.L., and Schimmel, N.H.: Antibiotics & Chemotherapy, to be published. 


per teaspoonful 


‘Eskacillin 50’ 
‘Eskacillin 100’ 
‘Eskacillin 250’ 
‘Eskacillin 500’ 


‘Eskacillin 100-Sulfas’ 


‘Eskacillin 250-Sulfas’ 
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the ‘Eskacillins’ 


50,000 units potassium penicillin G 
100,000 units potassium penicillin C 
250,000 units procaine penicillin G 
500,000 units procaine penicillin G 
100,000 units potassium penicillin G plus 0.5 Gm. 


of three sulfonamides (sulfadiazine, sulfamerazine, 
sulfamethazine) 


250,000 units procaine penicillin G plus 0.5 Gm. 
of three sulfonamides (sulfadiazine, sulfamerazine, 
sulfamethazine) 

15 


| 
a 
\ 
hours 1 2 4 6 7 8 


Back on the team 


*cause Dr. Jones prescribed 


STREPTOMAGMA?’.. 
Dihydrostreptomycin Sulfate and Pec- 
iy tin With Kaolin in Alumina Gel 


Modern antidiarrheal—combines 
potent bacteriostatic, adsorptive and 
protective actions; orally administered. 


Supplied in bottles of 3 fluidounces. 


Philadelohia 2, Pa. 
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Chis Month’s Authors 


George Crile, Jr., M.D., 


a native of Cleveland, Ohio, has been affiliated with the Department of Surgery of the Cleveland 
Clinic Foundation since 1937. Dr. Crile, who received his medical degree in 1933 from 
Harvard Medical School, Boston, Massachusetts, served three and one-half years with the Navy 
in World War II and was discharged with the rank of commander. He is a fellow in the Ameri- 
can College of Surgeons and a member of the American Goiter Association and the Central 
Surgical Society. 


Ben Calloway Jones, Jr., M.D., 


who is engaged in the practice of internal medicine in Alexandria, Virginia, is chief of medicine 
at Alexandria Hospital and on the faculty of George Washington University, Washington, 
D.C., as associate in internal medicine. Following graduation from the University of Virginia, 
he spent two years at Western Reserve, first as intern at Cleveland City Hospital, then at the 
Institute of Pathology. After this Dr. Jones was assistant resident in internal medicine and 
physician for personnel at the Cincinnati General Hospital. 


Edwin D. Kilbourne, M.D., 


associate professor of medicine and director of the Division of Infectious Disease, Department 
of Medicine of Tulane University, New Orleans, Louisiana, was formerly assistant, The 
Rockefeller Institute, and assistant resident physician to the hospital of The Rockefeller 
Institute. He was graduated from Cornell University Medical College, New York, and served 
an internship and an assistant residency at the New York Hospital. Dr. Kilbourne was a cap- 
tain in the Medical Corps of the Army in World War II. 


Edward W. McCormick, M.D., 


is engaged in general practice in Carmel, California. He was born and educated in Scotland 
(he received his M.D. degree from Glasgow University in 1935) and practiced general medicine 
in London for fifteen years. At the age of 45, he came to California and served a one-year ro- 
tating internship at St. Luke’s Hospital in San Francisco. During World War II, Dr. Mc- 
Cormick was a hospital administrator in London in an institution of 1,200 beds. He is a mem- 
ber of the American Academy of General Practice. 


John B. Pfeiffer, Jr., M.D., 


assistant professor of medicine and visiting physician at Duke University School of Medicine, 
Durham, North Carolina, is also consultant in neurology, Watts Hospital, Durham, and attend- 
ing physician in neurology, Veterans Administration Hospital, Durham. Following gradua- 
tion from Cornell University Medical College, he served an internship in internal medicine at 
New York Hospital, and then entered the Army for a three-year period. Dr. Pfeiffer then was 
assistant resident in medicine and resident in neurology at New York Hospital. 
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pH5.0 ELKOSIN 254 mg. % acid range so 


Solubility of free (nonacetylated) ELKOSIN 


(Solubility inations made with the free 
amide C. in normal human 


high solubility where it counts 
in the acid pH range 
so prevalent in fevers 
and infections 
alkalis not needed 


ELKOSIN 


SULFADIMETINE CIBA 


a new advance in sulfonamide safety 


tablets 0.5 Gm., double-scored. Bottles of 100 and 1000 
suspension in syrup 0.25 Gm. per teaspoonful (4 cc.). Pints. 


1. Ziegler, J. B.; Bagdon, R. E., and Shabica, A.C.: To be published. 


CGiba 
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pH46 ELKOSIN 270mg.% 
6.0 common in persons in normal health 
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physiologic 
correction 


or 


corpus luteum 


failure 


PROLUTON 
PRANONE 


Whether a deficiency of corpus luteum hormone 

presents as spontaneous abortion, metrorrhagia, functional 
dysmenorrhea, or premenstrual tension, it may be 

corrected physiologically by PROLUTON and PRANONE. 
PROLUTON (pure progesterone) is administered 
intramuscularly or as Buccal Tablets. PRANONE (ethisterone) 
is administered as tablets. Both PROLUTON and PRANONE 

aid development of a normal endometrium essential 

for uninterrupted pregnancy and normal menses. 


PROLUTON® (Progesterone U.S.P.) in oil for intramuscular injection. 
PROLUTON Buccal Tablets (Progesterone U.S.P.) in Schering’s special 
solid solvent base, PoryHypro..® 


PRANONE® Tablets (Ethisterone U.S.P.; anhydrohydroxyprogesterone) , 
orally effective progestin. 


CORPORATION + BLOOMFIELD, N. J. 
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ANTIBIOTIC 


double 


action 


against oropharyngeal flora 


BACITRACIN-POLYMYXIN B TROCHES 


Double antibiotic action 

against common gram-positive and gram- 
negative bacteria often associated with minor 
oropharyngeal infections. Virtually nonsensitizing, 
these two effective antibiotics are coupled 

for maximum topical effectiveness. 


Fresh orange flavor 

distinguishes these palatable candy-like troches 
for adjunctive use in controlling bacterial 
multiplication during common infections of 
the oropharyngeal cavity. 


SUPPLIED: 1,000 units (0.1 mg.) 
polymyxin B and 50 units bacitracin, individually 
wrapped, in boxes of 10. 


PFIZER LABORATORIES, BROOKLYN 6,N.Y. 
DIVISION, CHAS. PFIZER & CO.,INC. 
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Yours Cruly.. . 


LETTERS FROM OUR READERS 


Unsigned letters to the publishers or the editors are ignored. However, the anonymity 
of authors of letters published in this department will be preserved upon request: 


Thioglycolates’ Toxicity Questioned 


Dear Sir: 

I read with interest the question and answer concerning 
the toxicity of thioglycolates in the ‘Information Please” sec- 
tion of the January, 1953 issue of GP. I have been interested 
in this subject for some time and should like to be permitted 
to comment on both the question and answer. The issue is 
one of considerable importance, in view of the extensive us- 
age of thioglycolate—containing wave solutions. 

In evaluating the statement that primary irritation, allergic 
eczematous dermatitis and urticaria can occur in those ex- 
posed to thioglycolate, it is important to indicate what the 
frequency of such reactions may be. That they are rare is evi- 
dent from the following figures: 

McNally and Scull found no reactions in 154 subjects fol- 
lowing daily applications for a two-month period. McCord 
found no sensitization reactions in a prophetic patch test 
study covering 162 subjects. Brunner was unable to sensitize 
any of his subjects to thioglycolate, using a repeated applica- 
tion technique, although two other agents proposed for use 
in waving sensitized 50 per cent of the group under the test 
conditions. 

Regarding primary irritant reactions, they are occasionally 
seen in those who fail to follow directions for use or who have 
certain types of pre-existent skin diseases. Most manufactur- 
ers warn that those with local diseases of the skin should not 
use the solutions. Under normal use conditions, and on un- 
damaged skins, present-day waving solutions cannot be classed 
as primary irritants. 

The “change in blood count, elevation of alkaline phos- 
phatase, and positive cephalin flocculation . . . indicative of 
temporary damage to the liver and hematopoietic system” 
apparently is based on data from a report by Cotter. An ex- 
cellent point-by-point refutation of Cotter’s statements was 
made by McCord in a subsequent issue and should be read 
in its entirety. 

For myself, I have always been at a loss to explain Cotter’s 
findings. The article was published in June, 1946 and was 
based on cases which must have been seen in the two previ- 
ous years. At that time, usage of cold waves was less than 
15 per cent of the present-day volume. If Cotter’s findings 
were accurate, we should today be inundated with similar 
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cases; yet with 350 million waves having been given, such 
cases are not being recognized today. Behrman found no al- 
terations in blood chemistry, cell counts, liver function and 
kidney function tests in seventy-two factory and laboratory 
workers in daily intimate contact with waving solution for 
long periods. 

The author also refers to results of animal experiments, 
stating that “in mice and rabbits, the motor area of the brain 
seems to be affected and death can be produced.” One should 
be careful to interpret this statement exactly as written, since 
to my knowledge none of the published work has reported 
any organic damage to the nervous system, by histologic or 
other techniques. Death can also be produced in animals by 
injection of sufficient quantities of soaps, germicides, dis- 
tilled water, and other materials commonly used with per- 
fect safety on the human skin, as well as thioglycolate. 

It is of interest that with one popular home cold wave 
product recently tested by the method of percutaneous appli- 
cation, no fatalities were recorded in animals given 21 daily 
doses of as much as three times the “human dose.” Although 
some animal toxicity has been reported by the F.D.A. follow- 
ing repeated percutaneous administration to animals of large 
doses, their final conclusion was that “the judicious use of 
ammonium thioglycollate should prove a relatively innocuous 
procedure.” 

This conclusion, based on both experimental and clinical 
data, is of great importance for the practitioners’ evaluation 
of questions such as are raised in your columns, and should 
again be brought up for their consideration. 

M. J. Brunner, M.D. 
Chicago Heights, Illinois 


Medical Officer Sounds Off 


Dear Sir: 

I enjoyed very much the article on military dependent 
care in the June issue and I am in complete accord with the 
opinions expressed. Along the same lines, I would like to 
discuss some of my experiences in military medicine. 

I am the senior medical officer at a large infirmary located 
at an overseas base. We have a staff of five reserve medical 
officers, all serving involuntarily. 

(Continued on page 23) 
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again 


Activity restored and maintained 


on quick-acting bronchodilating powder 


Just three or four oral inhalations and the 
bronchospasm usually ends quickly. This 
quick-acting powder is administered via a handy 
smoke-it-like-a-pipe inhaler—easy to carry in pocket 
or purse. No need to leave the job, no injections, 
no bulky equipment. 


Quick-acting NortsopRINE relieves both mild 
and severe asthma.'* This sympathomimetic 
amine has a marked bronchodilating effect 
and low toxicity. Side effects are few, 
usually minor. 


Before prescribing NorisopRInE, please learn 
its full potential—and its limitations. 


- Write today for literature. Abbott 
Laboratories, North Chicago, Illinois. Obbott 


In sifter cortridges (lsopropylarterenol Sulfate, Abbott) 
for use with the 


AEROHALOR,® Abbott's 1. Kaufman and Farmer (1951), Ann. Allergy, 9:89, 


Jan.-Feb. 

Powder Inhaler. 2. Swartz, H. (1950), Ann. Allergy, 8:488, oo 
3. Krasno, Grossman and Ivy (1949), J. Allergy, 

20:111, March. 
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(Continued from page 21) 

We see about 5,000 patients per month, less than half of 
whom are military and only about 25 per cent of our time is 
spent with them. The rest of our patients are military de- 
pendents, civil service employees, and civil service depend- 
ents. It is these last two groups that cause us the most grief. 

They have a high incidence of nonorganic complaints and 
yet are the most demanding and unappreciative of our pa- 
tients. They receive exceptionally high wages and bonuses 
(for example, a civilian plumber earns or rather draws twice 
as much per hour as the junior medical officer who has to 
provide free medical care to his family) and yet we are ex- 
pected to care for them at any hour of the night or day. Also, 
we are expected to administer and operate an extensive in- 
dustrial health program for the civilian employees of the base. 

I will accept the fact that the operation of this base is 
necessary to the national defense (some of my colleagues will 
hotly debate even that), but it is very difficult for me to 
accept the principle of my being forced to come here at a 
greatly reduced income (I am still a Lt., jg in spite of twenty- 
seven months of active duty, nine years in rank, one year of 
postgraduate training, and five years in private practice) to 
spend most of my time providing medical care to civilian 
citizens who are being grossly overpaid because they came 
to the same place. 

NaME WITHHELD ON REQUEST 


It is this type of situation that the A.M.A. Council on National 
Emergency Medical Service has brought to the attention of Con- 
gress and the Department of Defense, relative to the doctor draft 
bill. No one objects to drafting physicians to provide necessary 


services to military personnel, but we do expect the military 
to insure proper utilization of physicians.—PuPLISHER 


Of the Same Mind 


Dear Mr. Cahal: 

The June copy of GP arrived yesterday. Last evening as I 
skimmed over its pages (page 7, the Newsletter page, and 
page 29) it became apparent that someone had a firm grasp 
on the fundamental problem raised by lay-press publicity re- 
garding unethical practice of doctors of medicine. 

The June 1953 A.M.A. Reference Committee on Legisla- 
tion and Public Relations would have gladly considered these 
opinions had they been available to it. The committee did 
have the essence of pages 115-121 in some of the resolutions 
before it. That was a major part of the controversial issue, 
of course. 

The committee struggled with the latter, and much more, 
without benefit of advice except from the testimony devel- 
oped the morning of June 2. The committee’s report seems 
to be to follow the general ideas developed by pages 7 and 29 
mentioned above; this without previous knowledge, conniv- 
ance, or consultation with you or anyone else. 

The point of this communication is to write into the record 
that members of a five-man committee, with diverse profes- 
sional and geographical backgrounds, from the verysbegin- 
ning of deliberations in executive session had no fundamental 
differences of opinion regarding the over-all approach. Such 
differences as there were encompassed only the degree of em- 
phasis to be placed on the phases discussed in our report. 


(Continued on page 25) 


ILOTYCIN 


(ERYTHROMYCIN, LILLY) 
ETHYL CARBONATE 


The Originator of 
Erythromycin 


HOW SUPPLIED: 

In 60-00. packages. Each average tea- 
spoonful contains 100 mg. of 
tycin” as the ethy! carbonate. 


‘we 
effective 
anti 
NFECTION 
IE 
HILDHOOD 
every six bours; others, in propor- 
tion to weight. 
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HYPERTENSION SYNDROME 
requires 


coordinated medication 


Semhyten Capsules provide that coordinated effect: 


CAPILLARY PROTECTION 
— with rutin, and vitamin C. 
Rutin, isolated from  buck- 
wheat, tends to stabilize the 
permeability of capillaries. The 
addition of vitamin { en- 
hances rutin’s effectiveness 
maintaining intracellular 
connective tissue function. 


—with theophylline. Main- 
tains kidney function and aids 
in water reten 


— with mannitol hexanitrate. 
Produces slow fall of systolic 


pressure for periods of 4 to 6 Mannitol Hexanitrate 
hours in normal dosages. Min- Y gr. (30 mg.) 


1% gr. (0.1Gm.) 


eee we 


@ Would you like additional information and samples? Write to: 
The S. E. MASSENGILL Company Bristol, Tennessee 


New York San Francisco Kansas City 
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(Continued from page 23) 

You should know, too, that the report is the result of the 
fine co-operation, hard work, and key ideas produced by the 
other members of the committee who labored under the ter- 
rific pressures of an inflexible timetable and a potentially 
harmful, explosive situation. 

Gerorce S. Kiump, M.D. 
Williamsport, Pennsylvania 


Humble thanks to this distinguished member of the Academy 
who served as Chairman of the important Reference Committee 
on Legislation and Public Relations of the A.M.A. House of Del- 
egates during its June meeting in New York. It is gratifying to 
know that our memo on this very complicated situation met with 
the approval of this able leader.—PuBLISHER 


GP to the Housewarming 
Dear Sir: 

On July 1 the Halifax Community Hospital in South 
Boston, Virginia began receiving patients. This is a new 
million dollar 50-bed hospital. 

I want to have the honor of putting the best medical jour- 
nal available in its library—so please send GP. If possible 
send all of the copies that have come out in 1953, otherwise 
send the current copy and mail me the bill. Then keep me 
posted when I need to renew the subscription. 

There is plenty of A.A.G.P. membership material on the 
staff—after they have seen a few copies they will most likely 
come along. 

W. J. Hacoop, M.D. 
Clover, Virginia 


Litty 


The Originator of 
Erythromycin 


Worth-while Fee Increase 
Dear Sir: 

Please let me comment on your editorial note in the May 
issue of GP concerning the financial sacrifice made by gen- 
eral practitioners when they spend more time interviewing 
patients and exploring the emotional aspects of disorders. 

The problem mentioned in your note has been raised many 
times by our students when we have encouraged them to take 
time to talk to patients about their feelings and their life 
situations. 

The solution lies in a reasonable increase in the fee for 
such work by general practitioners. He already charges more 
for a delivery than for an injection in the office because the 
former takes more time than the latter. He is just as entitled 
to increase his fee if he takes forty-five minutes discussing the 
emotional factors connected with headaches or asthma. If he 
does increase his fee for psychotherapeutic interviews he 
should discuss this with the patient beforehand. 

For example, at the end of the first interview, if the doctor 
feels this approach is indicated and rewarding, he can say to 
the patient: “I think we ought to go into all this a lot more. 
I believe it will help you to discuss all these things we have 
been talking about. Of course, as you can see it does take 
time and I'll have to charge you a bit more, but I think it will 
be worth-while.” 

And it will be worth-while. I think also the patient’s re- 
spect for this sort of work will increase if he pays for it. 

Ian P. Stevenson, M.D. 
Louisiana State University School of Medicine 
New Orleans, Louisiana 


(ERYTHROMYCIN, LILLY) 
ETHYL CARBONATE 


PEDIATRIC 


HOW SUPPLIED: 

in 60-00. packages. Each «average tea- 
contains 100 mg. of 
tyein* as the ethyl carbonate. 
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A completely new approach to the management of 
dermatitis has been achieved. Upjohn scientists 
have developed Cortef Acetate Ointment for the 
application of the most active adrenal steroid 
—compound F—into affected skin layers. 


Up to now, the conventional treatment of dermatitis 
has been primarily empirical and symptomatic (e.g., 
calamine for pruritus). Cortef Acetate Ointment offers 
a new approach through its anti-inflammatory effect. 
It permits the full utilization of the anti-inflammatory 
activity of compound F (hydrocortisone) at the tissue 
level without producing systemic effects. 


Unlike cortisone, compound F (hydrocortisone) is 
effective on the skin. Results are often immediate 
and striking: lesions turn pale and flat; erythema, 
edema, and infiltration subside. And in the many 
instances where atopic dermatitis is self-limited, 
quick suppression of symptoms with Cortef Acetate 
Ointment may prove tantamount to cure. 


Even cases refractory for years or decades to other 
forms of treatment have been reported yielding to the 
new hormonal therapy with Cortef Acetate Ointment. 


acetate ointment 


(BRAND OF HYDROCORTISONE ACETATE) 


SUPPLIED: 
Cortef Acetate Ointment is available in 5 Gm. tubes 
in two strengths—2.5% concentration (25 mg. per Gm.) 
for initial therapy in more serious cases of dermatitis, 
and 1.0% concentration (10 mg. per Gm.) for milder 
cases and for maintenance therapy. 


ADMINISTERED: 
A small amount is rubbed gently into the involved 
area one to three times a day until definite evidence 
of improvement is observed. The frequency of 
application may then be reduced to once a day or less, 
depending upon the results obtained. 


* Trademark 


for medicine . . . produced with care . . . designed for health 


THE UPJOHN COMPANY, KALAMAZOO. MICHIGAN 
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For Gastro-Intestinal Dysfunction 


An Improved 
Anticholinergic Agent 


‘Elorine Sulfate’ relieves spasm and ganglia and effectors where the 
hypermotility of the gastro-intesti- presence of acetylcholine mediates 
nal tract, with negligible side-effects. transmission of stimuli. Clinical 
It is an excellent adjunct in peptic data show profound inhibiting ef- 
ulcer therapy. As an anticholinergic fect on intestinal motility in doses of 
drug, ‘Elorine Sulfate’ effectively 50 to 75 mg. In this effective dosage 


inhibits neural stimuli at those range, side-effects are minimal. 


PULVULES 


(Tricyclamol Sulfate, Lilly) SULFATE 


For spasmolysis without sedation— 
in 25 and 50-mg. pulvules. 


PULVULES Formula: “ovine Slt’ 
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Editorials 


The Value of Skepticism 


ALL too often—perhaps more often than he likes— 
the reader of the editorial section of a medical jour- 
nal meets an item that balances claims and counter- 
claims of a therapeutic method. Such an editorial 
usually has the function of a warning. It originates 
from the editor’s conviction that the therapy in 
question is no good at all or that its value has not 
been adequately assayed. 

Provocations for that kind of editorial are numer- 
ous. They arise whenever investigators report ob- 
servations that are not “controlled,” or whenever 
such observations are imperfectly interpreted by the 
investigators or by others who write about them. 

A recent example concerns the method of treat- 
ing angina pectoris by intravenous injections of he- 
parin. This was reported to be good treatment by 
some investigators who based their opinion on “‘un- 
controlled” case studies. We presented the facts 
about one investigation in a “Tip” in our May issue. 
At the same time we warned this is a doubtful meth- 
od, and called attention to another experiment that 
deprecated its value. Since then we have noted two 
additional reports that were published in the Amer- 
wan Journal of Medicine for April, 1953, denying 
that injections of heparin twice a week are worth 
anything in the treatment of angina pectoris. 

We wonder how much good is accomplished try- 
ing to reverse the trend to use a method once re- 
ported to be good and now thought to be worthless. 
The chances are that some physicians will have 
heard only about the “good” results, will have be- 
gun to use the method, and will have missed the 
denunciations. This would not be surprising in view 
of the enormous volume of information that is di- 
rected toward physicians. 

We believe therefore that to rectify incidents of 
this kind is as difficult as to cure a cancer. Once the 
thing is started, it’s hard ever to learn whether or 
not it has been stopped. However, the potential dan- 
ger of these incidents can be reduced in direct pro- 
portion to the acquisition by all physicians of a 
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healthy skepticism and a keen critical sense for ev- 
erything they read and hear. When they have this 
sense, they cannot be deluded by opinions or con- 
clusions based unsoundly on incomplete or imper- 
fect investigations. They don’t need warnings from 
editors—they are immune. 


The Unconscious Patient 


ADEQUATE care of an unconscious patient is a time- 
consuming meticulous task, demanding the best 
efforts of both physicians and nurses. This is be- 
coming more evident daily with the mounting 
number of malpractice suits and the quickening of 
public attention to any indication of neglect. The 
cause of unconsciousness is immaterial. Diabetic 
and uremic coma, cerebral vascular accidents, head 
injuries, brain tumors, and even relatively normal 
individuals during anesthesia present similar prob- 
lems in care. More often than not, the very sur- 
vival of such patients depends upon the type of 
treatment which they receive. 

The most important single factor in the success 
of such management is the state of mind of the 
physician and nurse in charge. These patients are 
utterly helpless. They are unable to warn their at- 
tendants of muscle strain, joint trauma, eye injury, 
overdistention of the bladder, or tracheal obstruc- 
tion. They feel no pain and would be unable to 
show any indication of it even if they did. The 
doctor, therefore, must constantly be alert to pos- 
sible injury, as well as to the needs of their nu- 
tritional and metabolic functions. 

No unconscious patient should be transferred 
from his bed to a stretcher or to another bed with- 
out the help of at least three attendants. His head 
must be supported, his arms prevented from be- 
coming pinned under him. There is a tendency of 
anesthetists to lift the head of a patient and by the 
same maneuver attempt to help move his body, 
with sometimes disastrous effect. 

The Trendelenberg tilt-down position, with 
shoulders supported by braces, has been a fre- 
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quent cause of brachial plexus palsy. A supporting 
ankle strap is much safer. Abduction of the arm 
with the body supported by a Trendelenberg brace 
may accentuate depression of the shoulder and in- 
jury to the brachial plexus roots. 

Sideboards should be padded. Tight ankle re- 
straints have been known to produce deep scarring 
and even gangrene of the feet. Nursing attendance 
is preferable to any such restraint. 

Mild sedation with paraldehyde or phenobarbital 
is usually sufficient for restlessness. Moderate ac- 
tivity of patients suffering from severe brain injury 
is preferable to deep, motionless coma. Lack of 
movement predisposes to decubitus ulceration, 
hypostatic pneumonia, phlebothrombosis, and slow- 
ing of all body functions. 

Adequate nutrition of patients unconscious for 
long periods of time requires careful provision for 
fluid, electrolytes, protein, and vitamins and a day- 
by-day re-evaluation of needs. The amount of fluid 
required can be measured partially by the output 
through an indwelling urethral catheter. This 
should be at least 1,500 cc. a day. The adminis- 
tration of proper amounts of sodium, chloride, po- 
tassium, and other ions depends upon the daily 
indications and the special conditions of the case. 
Protein is perhaps the most difficult to provide. 
Protein hydrolysate—of questionable value—prob- 
ably provides at least part of the daily requirement. 
Additional amounts can be given as small blood 
transfusions and serum albumin. The need for vita- 
min administration is exemplified by the not infre- 
quent occurrence of full-blown pellagra and other 
vitamin deficiencies in patients long unconscious. 

A constant drainage catheter will relieve much 
of the nursing problem of incontinence, but the 
danger of bladder and urinary tract infection must 
be combated by antibiotic therapy. 

Most important of all, physicians and nurses 
alike must pay special attention to the respiratory 
system. Hypostatic pneumonia, accumulations of 
mucus, and atelectasis are among the most common 
complications of the unconscious state. In the ab- 
sence of a pharyngeal reflex, a nasal suction 
catheter must be used frequently, not only to 
remove secretions from the trachea but also to en- 
courage coughing. If this is not successful a tracheot- 
omy with more direct suction is sometimes indi- 
cated and may be lifesaving. 

No routine orders or stereotyped procedure can 
replace a thoughtful physician in care of the un- 
conscious patient. Successful treatment depends 
upon preventing complications before they occur. 


Unnecessary Routine Orders 


IN AN iconoclastic appraisal of “certain time- 
honored practices that have no true rational basis,” 
Harbison wrote an article titled “Unnecessary Rou- 
tine Orders” in the Journal of the American Medical 
Association for May 30, 1953. From diets to enemas, 
he scanned the list of things physicians perpetrate 
upon patients undergoing abdominal surgery. 

The author questioned the need for routine use of 
enemas before and after operations, and he de- 
plored the inclusion of soap or another irritating 
chemical when enemas are necessary. He wondered 
why morphine remains so firmly intrenched as a 
preoperative relaxant, when it is more likely to pro- 
voke nausea and not any more effective than a 
barbiturate. He criticized fixed techniques for gas- 
tric drainage, for making and suturing operative 
wounds, and for applying dressings. He asked that 
doctors objectively reappraise their habits in pre- 
scribing postoperative medications and diets, point- 
ing out that many orders are either unphysiologic 
or contrary to common sense. 

Altogether Harbison’s article is an appeal for 
thoughtful reconsideration by all physicians of the 
rationale for their routine procedures in treating 
surgical patients. More than this, it is a stimulus to 
review other things—not necessarily routine—in 
the light of common sense, utility, and the needs of 
the individual patient. The ability of a physician 
to review objectively his actions and the reasons for 
them is a good index of his maturity and integrity. 


New Tools Demand New Skills 


In one of the introductory paragraphs of his article 
on “Rational Antibiotic Therapy” in this issue of 
GP, Kilbourne expresses as his thesis “. . . that the 
promiscuous use of antibiotics is dangerous, costly, 
and impractical, and is furthermore conducive to 
intellectual torpidity, and medical immorality—and 
that such practice is needless and not justified by 
present knowledge of infectious diseases.” He then 
makes it clear that he reckons with the possibility 
that this thesis “... may be misinterpreted as just 
another harangue by an ivory-tower academician 
against “practical therapy’.” 

When you have read the whole article, we think 
you will agree with our Publication Committee that 
there is little danger of misinterpreting Kilbourne’s 
message. Far from being a harangue against prac- 
tical therapy, his “rational therapy” ts practical 
therapy. 
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He makes it clear that a decision to administer an 
antibiotic should always be based upon clinical, bed- 
side appraisal of the patient. For this decision, care- 
ful history-taking and examination are more impor- 
tant than laboratory procedures. Thus, he states: 
**. .. the final arbiter of diagnosis remains the clini- 
cian; the bacteriologist cannot diagnose infectious 
disease—he may inform the physician of the pres- 
ence of pneumococci in the patient’s sputum, but 
the physician must determine their relationship to 
the illness in question.” This does not imply that 
suitable bacteriologic studies should not be done as 
part of the initial work-up of patients suspected of 
having certain infectious diseases. It does emphasize 
however that such studies are purely accessory— 
should be ordered, interpreted, and evaluated in the 
light of the total clinical picture. 

Obviously, antibiotics have not simplified the 
practice of medicine. Indeed they have made it more 
complicated. They have increased the demands 
upon physicians for diagnostic accuracy, astute 
judgment, and clever discrimination. As we have 
acquired new and better tools, so must we learn to 


use them skillfully. 


Fat Man's Friends 


PARADOXICAL as it seems, Pennington makes a 
plausible story for the. idea that a fat man can 


get thin without special curtailment of caloric 
intake. He can, that is, if his pocketbook will 
stand the strain of providing a diet consisting 
largely of plenty of meat, without the fat trimmed 
off. Published as part of a “Symposium on Obesity” 
in the New England Journal of Medicine for June 4, 
1953, Pennington’s article, “Reorientation on 
Obesity,” is indeed food for thought. 

According to that article a basic defect in cases 
of obesity is limitation of the capacity of the tissues 
for oxidation of one of the intermediary metabolites 
in carbohydrate utilization, pyruvic acid. Con- 
sequently the blood pyruvic acid content is in- 
creased, and this in turn inhibits oxidation of fatty 
acids. Therefore fat storage gains ascendancy over 
fat mobilization and destruction. These imperfec- 
tions in utilization of carbohydrates and fats repre- 
sent an impairment of sources of energy, so that 
energy exchange in the tissues is reduced. Then 
homeostatic mechanisms that balance appetite 
against energy needs would dictate increased food 
consumption, and obesity results. When the total 
mass of adipose tissue becomes large enough, there 
is compensation for the decreased yield of energy 
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per unit of adipose tissue. ‘“Thus, obesity might be 
considered as a compensatory hypertrophy of the 
adipose tissues, providing for an increased use of 
fat by an organism that suffers an impairment in its 
ability to oxidize carbohydrate.” 

Pennington believes that this explanation has 
immediate clinical application. A low-calorie diet 
of the type usually employed for weight reduction 
is effective only because it prevents formation of 
new fat. If the diet is ketogenic as well as lacking 
in calories, increased mobilization of fatty acids 
results, with consequent faster oxidation of these 
acids, and loss of weight is accelerated. From this, 
it is an easy step to the idea that the fat man’s 
adipose tissue might melt away if he will subsist on 
a diet that is ketogenic, regardless of its caloric 
value. Pennington has tried it and has found that 
fat people lose weight on a surprisingly high caloric 
intake as long as they restrict their daily intake of 
carbohydrate to 60 Gm. or less. On that allowance 
of starch they can eat protein and fat ad libitum, 
losing weight all the while. 

Near the end of his article, Pennington wrote: 

“If this concept of obesity and its treatment is 
accepted, credit must be given to Dr. Vilhjalmur 
Stefansson, anthropologist and Arctic explorer, 
who observed that Eskimos were never obese when 
following their accustomed diet of lean and fat 
meat but that obesity appeared among them with 
great rapidity when concentrated carbohydrate 
foods were introduced, and to Dr. Blake F. Donald- 
son, who, for two decades when little was known 
about the intermediary metabolism, applied this 
type of treatment in his practice and reported on it 
in conferences at the New York City Hospital.” 

So, Pennington, Donaldson, Stefansson, and 
the Eskimos—these are the fat man’s friends. They 
provide the magic formula for eating to get thin. 
“Waiter, I’ll skip the dessert. Just broil me another 
sirloin—and don’t trim off the fat.” 


Block That Kick 


At across the land the cry rings out—‘Block that 
kick.” Football? No, improvement of physicians’ 
relationships with their patients to a point where 
grievance committees will exist in name only, and 
purveyors of professional liability insurance will 
reduce premiums to a cost that doctors can better 
afford. 

Although many factors contribute to situations 
that are potential sources for malpractice litigation, 
there are only two main basic reasons why a pa- 
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tient might think about suing his doctor. The first 
develops when the patient feels ill-treated. Only 
two people are involved—the patient and his doctor. 
The second reason involves three people. It arises 
when the patient’s own feelings are in balance or 
even tipped favorably for his physician, and another 
physician upsets the adjustment. 

There is no intention here to catalogue all the 
factors that make patients dissatisfied, with or 
without justification, nor to analyze the ways in 
which another doctor may wittingly or unwittingly 
jeopardize a colleague’s reputation. The catalogu- 
ing and the analyzing are a part of all the good 
educational efforts now being exerted in medical 
societies and universities everywhere. However, 
let’s all remember that the success of this educa- 
tional program depends upon all of us. We must 
respond quite individually if we would fulfill the 
exhortation—"‘Block that kick.” 


Lupus Erythematosus Disseminatus 


Lupus erythematosus disseminatus used to be 
thought of as a rather rare disease, important mainly 
because it carried so grave a prognosis. In the past 
several years it has been diagnosed more and more 
frequently, and two things have become apparent: 
it is not rare after all, and the prognosis is not nearly 
so grave as was formerly supposed. 

There is some difference of opinion about reasons 
for the increasing prevalence of LED. Some authors 
have said that there has been an actual increase of 
incidence, and have speculated that this may have 
been a reflection of widespread use of chemothera- 
peutic agents—the assumption being that the vas- 
cular component of the disease might be a reaction 
of sensitized tissues to these agents. 

Others have expressed a contrary view. For exam- 
ple, writing in the Annals of Internal Medicine for 
June, 1953, Dubois denied that the general inci- 
dence of LED is increasing, and stated “. . . rather 
that our diagnostic acumen is better and the con- 
cept of the disease broader.” 

Whichever viewpoint seems more acceptable, the 
fact remains that, during a two-year period at the 
Los Angeles County Hospital, Dubois collected 
forty-four new cases of LED. Thus it was more com- 
mon at that hospital than Hodgkin’s disease, acute 
and subacute leukemias, or pernicious anemia; and 
one-half as common as acute rheumatic fever. 

There is no doubt that Hargraves’ hematologic 
test has made an important difference in the fre- 
quency of diagnosis of LED. In the opinion of 


many, this test is specific and therefore affords a 
means for diagnosis in cases in which many of the 
“classical” manifestations of lupus are lacking. 
Still, the availability of this test cannot be the sole 
explanation for increased frequency of diagnosis. 
Indeed, a diagnosis of LED is often made before the 
test becomes positive. Also, physicians use the test 
for all sorts of obscure conditions, which bespeaks 
the degree to which they are interested in LED. 

More fundamental than any test in diagnosis of 
LED, is the growing awareness of the strange ways 
in which this disease may masquerade—sometimes 
for long periods of time. Quite often it adopts a pat- 
tern almost indistinguishable from rheumatoid ar- 
thritis. Not infrequently a first clue is the unexpect- 
ed report of a positive serologic test for syphilis. 
Sometimes Raynaud’s phenomenon, or epilepsy, or 
an unexplained anemia—especially an acquired 
hemolytic anemia—first brings to mind the possi- 
bility of LED. Occasionally it begins with cardiac 
involvement like a tuberculous or an idiopathic 
pericarditis, and in more severe cases the chief fea- 
ture may be unremitting heart failure with a clinical 
course suggestive of severe myocarditis. 

A third reason that LED is recognized more often 
is to be found in the greater interest that has come 
with a change of mood. From one of utter pessimism, 
feeling has been transformed to optimism by the 
knowledge that remissions can be induced by treat- 
ment with ACTH or cortisone. There is nothing like 
the availability of a therapeutic method for a disease 
to stimulate physicians to discover more cases of 
that disease. Along with this has come a responsi- 
bility for more careful appraisal of the natural course 
of LED. Before anyone can assay the value of steroid 
therapy, it is necessary to understand what happens 
to patients who have not received such treatment. 

Information bearing on this point has recently 
been published, and some of it is surprising. Dubois 
reported that spontaneous remissions—sometimes 
two or three—were common in his cases of LED. 
The lengths of these remissions varied from “‘sev- 
eral weeks to eight years.” In an earlier article in 
the Annals of Internal Medicine (April, 1953), Jessar 
and co-workers at the Presbyterian Hospital in New 
York made similar statements, and mentioned that 
six of their patients had been “relatively asympto- 
matic for periods ranging from four to twenty 
years.” They also concluded that, although the 
prognosis in untreated LED is unfavorable, about 
one patient in five has a duration of illness longer 
than five years. It remains to be seen how much 
this can be improved by ACTH or cortisone. 
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The Hospitalized Patient 

In aN article on “Some Effects of Hospitalization on 
the Clinical Status of Patients,” in the Journal of 
the American Medical Association for May 9, 1953, 
Higgins and Kaplan made it clear that patients— 
even hospitalized patients—are people. During the 
hospital experience of a patient, there are more op- 
portunities for confusion and misunderstandings 
about physician-patient relationships than at any 
other time. The patient looks to the hospital for 
refuge, security, relaxation, and ease, and the pro- 
fessional staff tends to look upon the patient as a 
‘case.’ Both attitudes are obviously unrealistic and 
unsatisfactory. 

Higgins and Kaplan emphasized that when a 
patient enters the hospital, he meets a new and 
sometimes difficult set of interpersonal relation- 
ships. He is influenced directly by other patients 
and by the staff, and somewhat indirectly by reac- 
tions between others in the hospital environment. 
It is only natural that his reactions to these influ- 
ences—the attitudes he develops—should affect the 
course of his illness. Yet physicians are likely to 
lose sight of this effect—especially in a patient who 
has a serious organic disease. 

We are indebted to Higgins and Kaplan for re- 
minding us that hospitalized patients have feelings, 
and that these feelings in mysterious ways influence 
physiologic processes, including those of illness. 
But these authors have done something more. By 
the excellent examples in their article, they have 
shown that physicians must be alert to discover 
ways to turn a patient’s attitudes to his advantage 
in the struggle against illness. 

Sometimes the mere recognition of these atti- 
tudes and of their origin greatly clarifies diagnostic 
thinking. The authors cited the example of a patient 
having severe pulmonary tuberculosis with a total 
picture of illness that was responding poorly to 
treatment. It became apparent that she was serious- 
ly depressed, mainly because of the circumstances 
of her hospital environment. When the circum- 
stances were altered favorably, the patient’s depres- 
sion lifted, and the course of her disease turned 
for the better. Here, when it was recognized that 
depression was a consequence of environmental 
features, diagnostic (and therapeutic) thinking 
about the patient changed considerably, and her 
total condition then was improved. 
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On other occasions, the authors found that atti- 
tudes of patients toward other patients or toward 
the hospital staff could be used to facilitate therapy. 
Sometimes it was desirable to foster the patient’s 
attitudes as a direct means for securing physiologic 
improvement. Other times, the patient had to be 
helped to modify the attitudes before improvement 
could be expected. 

In sum, it is obvious from the experience report- 
ed in this article that hospitalized patients will get 
along better if their doctors study the environment 
as carefully as they examine the patients. 


Follow-up Care 


No one is better able to assay the end result ot 
medical and surgical care than the family physician. 
Seeing his patients day by day, year by year, he can 
evaluate the effectiveness of surgical operations and 
of medical methods. Cardiac patients returning to 
active life after periods of hospitalization for de- 
compensation, surgical patients recovering from 
radical resections of malignant tumors, and ortho- 
pedic patients beginning to walk after long treat- 
ments of serious fractures and amputations, all pro- 
vide him the unusual opportunity of judging the 
value of their treatment. It is he who sees the im- 
perfections of what appeared to others to be brilliant 
cures. 

First emphasized by Codman many years ago, 
follow-up clinics in certain large medical centers 
have provided invaluable lessons to residents and 
interns in training. There they learned that the 
rapid healing of wounds is not so important as the 
avoidance of painful neuromas and tender scars 
and hernias. Total gastrectomy seems to the resi- 
dent the obvious solution for cancer of the stomach 
until his opinion is balanced by observing the diffi- 
culties in home care of these patients. 

The general practitioner may well question the 
rationale of radical resections for some cases of 
cancer of the cervix, uterus, and rectum, as he fol- 
lows his patients day by day. His opinion is the 
basis upon which the end results of major proce- 
dures performed in large clinics must be judged, 
and he more than anyone else knows the importance 
of end results. Problems in home care, however, 
should help to evaluate but not dampen too much 
the enthusiasm for new procedures, for it is only 
by trial and error that medical progress is made. 
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BY EDWIN D. KILBOURNE, M.D. 


Division of Infectious Diseases, Department of Medicine, Tulane University, New Orleans 


Rational antibiotic therapy depends upon identification of the etiologic agent of the disease. Often this is 
accomplished accurately on the basis of clinical evidence. Certainly, the decision as to whether or not to 


prescribe an antibiotic is primarily dependent usually on a presumptive clinical diagnosis. Maintenance or 


modification of therapy is regulated by (1) critical evaluation of therapeutic response, (2) results of bacterio- 


logic studies initiated prior to therapy. 


Tue physician at the bedside of a febrile patient is 


rightly concerned at that moment only with the wel- 
fare of that patient. He is unmoved by the scoldings of 
the academician, the warnings of the bacteriologist, 
and the frowns of the allergist. It is kewho must min- 
ister to the patient; kewho must assume the respon- 
sibility for an unfavorable outcome; he who will be 
awakened in the early hours if complications ensue. 
If his judgment is swayed by any mortal agency it is 
by the voices of the patient’s family suggesting, re- 
questing, or demanding the administration of the 
newest antibiotic touted by the lay press. 

Thus, following the dictates of his conscience, the 
exigencies of practice, and the suasion of his clien- 
tele the physician will almost certainly in this year 
1953 prescribe an antibiotic for any patient exhibit- 
ing the stigmas of infection. This therapeutic deci- 
sion may be made despite the physician’s knowledge 
of the dangers of drug toxicity, patient hypersensi- 
tivity, and superinfection with resistant bacteria. 
It should be stressed at this juncture that the physi- 
cian in question is as likely to be a “board” internist 
as a general practitioner, or may indeed be a staff 


physician in a teaching hospital unconcerned with 
the economic limitations of antibiotic therapy. 

It is the thesis of this article that the promiscuous 
use of antibiotics is dangerous, costly, and imprac- 
tical, and is furthermore conducive to intellectual 
torpidity, and medical immorality—and that such 
practice is needless and not justified by present 
knowledge of infectious diseases. This thesis is pro- 
mulgated only after due consideration of all possible 
physician motivations and with full knowledge that 
it is contrary to current practice, and may be mis- 
interpreted as just another harangue by an ivory- 
tower academician against “practical therapy.” On 
the contrary, the present paper is basically con- 
cerned with practical therapy, and will stress the 
primary importance of clinical rather than labora- 
tory data in the rational therapy of infectious dis- 
eases. 

In all fairness to current practice, the more co- 
gent arguments for indiscriminate antibiotic ad- 
ministration will be summarized here by consider- 
ation of several illustrative examples. 

Case 1. A young adult has influenza; antibiotic 
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therapy is given—reason: to prevent or cure coexisting 
secondary bacterial infection. 

Case 2. An undiagnosed febrile illness in a 6-year- 
old child; antibiotic therapy is given—reason: to 
cover the possibility that the illness is a treatable bac- 
terial infection. 

Case 3. An entire family sickens with an acute 
diarrheal illness accompanied by low-grade fever 
and upper respiratory tract symptoms; antibiotic 
therapy is given—reason: the disease might be bac- 
terial food poisoning or bacillary dysentery. 

Case 4. A patient is subjected to an elective 
splenectomy for thrombocytopenic purpura; anti- 
biotics are administered—reason: to prevent post- 
operative infection. 

Case 5. A patient with a mild, uncomplicated 
common cold requests an antibiotic for treatment; 
the antibiotic is given—reason: refusal will antagon- 
ize the patient and he will eventually obtain the anti- 
biotic from another physician, anyway. 

Before commenting on these examples, let us 
grant the “opposition” the following points: 

A. Serious toxicity is rarely seen with most anti- 
biotics. 

B. Sensitivity reactions are not infrequent, but 
are rarely severe. 

C. The emergence of antibiotic-resistant organ- 
isms rarely occurs during the treatment of the 


individual patient (except where streptomycin is 
employed). 

What then, are the objections to antibiotic ther- 
apy in the instances cited above? These objections 
may be summarized as: 


The Case Against Indiscriminate Therapy 


Case 1. The incidence of secondary infection is 
low in present-day virus influenza, and the primary 
disease is unmodified by antibiotics. A basic objec- 
tion to nonspecific prophylaxis might be cited here, 
i.e., what organisms are anticipated as secondary 
invaders, and which antibiotic will cover all possi- 
bilities? 

Case 2. The diagnosis of febrile disease in the 
young child is notoriously difficult. But, again, the 
question arises, ‘‘What bacterial infections are being 
treated——-which antibiotic will be used?”— and 
other questions: “How long should the antibiotic be 
tried?” “How much should be given?” (The ap- 
propriate dosage of penicillin for an incipient 
meningococcal meningitis is quite different from 
that for the therapy of streptococcal infection.) 
Further, one has introduced a potentially patho- 


genic agent, i.e., the antibiotic, into a patient with 
an undiagnosed disease. Is the diarrhea which ap- 
pears, related to the initial infection, or to the 
broad-spectrum drug used in “treatment”? 

Case 3. This is a plain case of missed diagnosis. 
The coincidence of respiratory tract and intestinal 
tract symptoms is strong evidence for a viral enteri- 
tis—untreatable, of course, with known antibiotics. 
Salmonellosis may be attended by lower respiratory 
tract signs, but such a possibility calls for the use of 
but one antibiotic, chloramphenicol, which is poten- 
tially toxic and not to be casually used. 

Case 4. The use of antibiotics in “clean” surgery 
would appear to have little justification, unless ad- 
mitted lapses of technique have occurred. Even mi- 
nor drug toxicity might have serious sequelae in the 
patient cited. Certainly, another potential cause of 
vomiting is undesirable in a laparotomy patient. In 
a splenectomy patient known to the author, a seri- 
ous penicillin reaction required the use of cortisone, 
which in turn interfered with interpretation of the 
patient’s postoperative blood platelet response. 
“Oh, what a tangled web. . .” 

Case 5. The basic immorality implicit in the 
“therapy” of this case merits but brief comment. 
The practitioner who becomes a mere dispenser of 
pills is no longer a physician. Morality aside, the 
laity cannot be fooled forever, and most patients will 
come to respect the physician who has the integrity 
to withstand pressure and do his own prescribing. 


A Rational Approach to Therapy 


The foregoing rather summary rebuttal has been 
offered more to crystallize the arguments pro and 
con than to convince the reader that promiscuous 
antibiotic therapy is inadvisable. In the wake of this 
criticism it is essential to offer a positive and realis- 
tic therapeutic approach which will provide for the 
eventualities of everyday practice in the absence of 
“big hospital” laboratory facilities. The plan offered 
below is not so much a plan, as a review for the gen- 
eral reader of certain forgotten or little appreciated 
information relative to infectious diseases which 
may help in the proper evaluation of their treat- 
ment. It is not “antibiotics made easy,” rather it is 
“antibiotics made difficult,” for it imposes a burden 
on the practitioner to review both the natural his- 
tory of the common infections and the pharmacol- 
ogy of the drugs he employs in their treatment. 

Probably the biggest deterrent to the scientific ap- 
praisal of antibiotic therapy is the fact that many 
infections of man are brief, benign, and self-limited. 
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The physician who prescribes an antibiotic on the 
second day of a three-day illness may hasten to an 
unjustified “clinical impression” that the antibiotic 
has been effective in the disease. So, too, it may be 
concluded that chloramphenicol is ineffective in 
typhoid fever if one is not aware that defervescence 
in the optimally treated case will not occur until the 
third or fourth day of therapy. Thus, today’s phy- 
sician must know not only the natural course of a 
disease, but also the course of the disease under 
treatment. He must know that new diseases have 
appeared during this, the antibiotic age: recurrent 
pneumococcal meningitis, sterile empyema follow- 
ing pneumococcal pneumonia, pseudomonas otitis 
media, staphylococcal dysentery—not to mention 
such conditions as proctitis directly attributable to 
antibiotics. 

In considering the proper role of the antibiotics 
in the therapy of infectious disease, it is helpful to 
distinguish three varieties of physiologic response 
of the host to infection: 


1. Signs and symptoms induced directly by toxins of the invading 
parasite (tetanus, diphtheria). 

2. Signs and symptoms referable to metabolic disturbance of the 
host induced by the presence or multiplication of the infecting para- 
site, itself. 

3. Signs and symptoms referable to the reaction of the host to his 
own inflamed or necrotic tissue (i.e., pus). 


The limitations of the antibiotics must be under- 
stood. It is obvious that only disease of the second 
category may be directly modified by antibiotic 
therapy, and that the effects of such therapy will 
not be immediate; killed organisms (as in typhoid 
vaccine) may duplicate the symptomatology of ac- 
tual infection. The efficacy of penicillin in extirpat- 
ing the diphtheria organism in no way modifies the 
primary therapeutic need for antitoxin. Loculated 
pus will still induce fever, chills and leukocytosis, 
even if bacterially sterile. Recourse to surgery must 
still be made in such cases. The cellular necrosis 
attending an acute meningococcemia may lead to 
acute pericarditis days after blood cultures are ster- 
ile; continued administrations of antibiotics will not 
be expected to influence the course of such a com- 
plication, which is not an infection, but the sequel 
of one. 


Immediate Presumptive Diagnosis 


Diagnosis is the ultimate basis on which rational 
therapy must rest. This does not imply that demon- 
stration of the etiologic agent is essential to proper 
therapy of an infection. Even in teaching hospitals 
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it is common to initiate therapy on the presumptive 
evidence provided by clinical diagnosis. The culti- 
vation of bacteria requires twenty-four hours or 
more, and the demonstration of viral infection is 
an arduous research procedure. Furthermore, the 
final arbiter of diagnosis remains the clinician; the 
bacteriologist cannot diagnose infectious disease— 
he may inform the physician of the presence of 
pneumococci in the patient’s sputum, but the phy- 
sician must determine their relationship to the ill- 
ness in question. Unfortunately, the widespread use 
of antibiotics in patients with “fever” has so dulled 
our clinical acumen that “fever” —a physiologic 
state—has regained the status of a disease entity 
which it held in the days of Hippocrates. 

Careful history taking alone is usually sufficient 
to establish whether an acute infection is charac- 
terized by diffuse, generalized symptoms or whether 
it predominantly involves one organ system. Char- 
acterization of a disease as an “enteritis” rather than 
a “pharyngitis” may appear as unsatisfactory as 
terming it “fever of unknown origin,” but such dif- 
ferentiation is of considerable practical value. The 
expected pathogens of the small bowel differ from 
those of the upper respiratory tract, and so too, do 
the antibiotics effective against them. 

The patient in whom localizing symptoms are not 
manifest presents a more difficult problem. In gen- 
eral, antibiotic therapy should not be lightly under- 
taken in such a patient. In the first place, he may 
not have an infectious disease at all. Secondly, etio- 
logic inferences are difficult in the absence of focal 
signs; propter hoc, the choice of an antibiotic. Finally, 
inadequate or inappropriate dosage may confound 
the diagnosis of an early hematogenous tuberculosis 
(streptomycin), or a staphylococcal septicemia (con- 
ventional penicillin dosage), so that the institution 
of effective therapy is dangerously delayed. 


Is It Viral or Bacterial? 


The present tendency of the clinician to separate 
infectious diseases into “virus-like” and bacterial 
categories is, pragmatically sound if taxonomically 
disturbing, and implies clinically discernible differ- 
ences between infections of these two types. Viral 
diseases (at least fifty-four have been defined in man) 
are characterized in general by benignity, brevity, 
and prostration disproportionate to the few focal 
evidences of disease which may be manifest. Except 
in viral infections of the nervous system, leukocyto- 
sis is exceptional, and the total leukocyte count is 
the most valuable single test in differentiating viral 
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from bacterial infection. This distinction is of para- 
mount importance for the following reasons: 

1. Most upper respiratory tract infections (more 
than 90 per cent) are of the “undifferentiated” or 
viral type. 

2. No viral disease is treatable by the available 
antibiotics, except the small number caused by “vi- 
ruses” of the psittacosis group (now classed with 
the Rickettsiae). Thus, the majority of winter-time 
infections will not be influenced by antibiotic therapy. 

Certain bacterial infections of the septicemic type 
(typhoid, brucellosis, tularemia) may closely simu- 
late viral infection. However, these illnesses rarely 
constitutea therapeutic emergency and are relatively 
uncommon, so that little will be lost by temporizing 
until further diagnostic evidence is available. Should 
the patient’s condition prompt a therapeutic trial, 
due consideration should be given to the likeliest 
diagnostic possibility and the proper antibiotic (e.g., 
chloramphenicol in typhoid fever). Such a trial of 
therapy may provide valuable diagnostic informa- 
tion if properly conducted. 


The Therapeutic Trial 


Assuming that a presumptive diagnosis has been 
made and that this working diagnosis is that of bac- 
terial (treatable) rather than viral (untreatable) in- 
fection, the physician is confronted with the choice 
of the proper antibiotic or other chemotherapeutic, 
and further, with the choice of the proper dosage 
regimen. These choices should be dictated by the 
presumptive diagnosis or diagnoses and not by the 
severity of the patient’s illness. For example, rela- 
tively small doses of penicillin may constitute an 
adequate trial of therapy in a gravely ill patient ex- 
pected to have pneumococcal pneumonia, but would 
be wholly inadequate for a subacutely ill patient 
suffering from an enterococcus endocarditis. 

When more than one presumptive diagnosis is 
entertained, the therapeutic decision may justifi- 
ably be influenced by the relative severity of the dis- 
eases under consideration, and also by the relative 
toxicity of the drugs to be employed. In treating a 
patient suspected of brucellosis or typhoid fever, 
the greater immediate danger of withholding treat- 
ment for typhoid must be weighed against the 
greater potential toxicity of the proper drug (chlor- 
amphenicol) for its treatment. In such a situation 
the final decision is one for individual judgment to 
determine—the important thing is that the arbiter 
of the decision be aware of the problems involved 
and the dangers implicit in either course of action. 


Maintenance or Modification of Therapy 


Once the decision is made to employ antibiotic 
therapy, treatment should be promptly instituted 
and aggressively maintained—unless new evidence 
appears to refute the presumptive diagnosis for 
which therapy has been initiated. The value of suit- 
able preliminary cultures will be obvious at this 
point, for the isolation of bacteria may either con- 
firm or disprove the diagnosis, and thus influence 
subsequent therapy. The obtaining of a negative 
laboratory result, on the other hand, is more diffi- 
cult to evaluate, and should not deter the physician 
from continued treatment if his clinical judgment 
so dictates. 

Laboratory errors are more often ones of omis- 
sion than commission, so that demonstration of a 
pathogen is of far more importance than failure to 
do so. In this regard, it is important that the cul- 
tures obtained are relevant to the disease suspected, 
and that they are properly taken. 

A serious problem which cannot be categorically 
answered concerns the optimum duration of ther- 
apy. There is evidence that relapses of streptococcal 
pharyngitis occur more frequently in patients given 
short courses of penicillin than in patients receiving 
no specific therapy. Typhoid may relapse after two 
weeks of treatment, and syphilis may recur months 
after penicillin administration. It is doubtful that 
complete elimination of the parasite occurs during 
any course of antibiotic therapy; final defeat of the 
parasite probably depends on the host’s natural de- 
fenses. In streptococcal pharyngitis it has been 
shown that antibody response is lessened in peni- 
cillin-treated patients, probably as the indirect re- 
sult of prompt removal of most of the infecting 
streptococci. Unless therapy is maintained for at 
least one week, relapse may occur, putting the pa- 
tient in double jeopardy of such late sequelae as 
rheumatic fever. 

In most infections, continuation of treatment for 
three to four days after defervescence will forestall 
relapse. The best guide other than empirical expe- 
rience is the nature of the pathologic changes of the 
disease under treatment. Infectious agents which in- 
duce loculated pus and thick exudate may lie dor- 
mant in areas inaccessible to antibiotics. Pneumo- 
coccal meningitis must be treated well past the time 
of defervescence until a normal spinal fluid protein 
indicates the dissolution of meningeal exudate. The 
intracellular location of other organisms, such as 
S. typhosa, may “protect” them from briefly main- 
tained courses of antibiotics. 
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If One Drug Is Good, Are Two Better? 


Recent important investigations have shown that 
synergism or antagonism may occur with various 
pairs of antibiotics. 

The demonstration of these effects requires criti- 
cal experimental conditions, however, and at this 
writing there is very little evidence that they are 
important considerations in the treatment of most 
human infections. 

In certain special situations (e.g., penicillin and 
streptomycin in subacute bacterial endocarditis) 
synergism of practical importance has been ob- 
served. 

Further study of this interesting phenomenon 
may produce basic information in the next few 
years concerning mechanisms of antibiotic action. 

The use of combinations of drugs in tuberculosis 
has proved effective in delaying the emergence of re- 
sistant mycobacteria; however, the evidence is mea- 
ger that the drugs act synergistically upon the dis- 
ease process. 

Until further information is available, it seems de- 
sirable to employ a minimum of therapeutic agents 
in most infections, as the danger of drug antagonism 
is theoretically as probable as that of synergism, and 
the probability of added toxicity and patient sensi- 
tivity is greater with the use of more than one anti- 
biotic. 


Evaluation of Therapeutic Response 


In most bacterial infections under appropriate 
treatment, clinical evidence of improvement should 
be discernible within twenty-four hours and clearly 
evident in two days. Even in diseases characterized 
by intracellular parasitism (typhoid) or exudative 
reaction (meningococcal meningitis; staphylococcal 
septicemia) some amelioration of symptoms should 
be evident in this time, although defervescence may 
be protracted. 

Lack of any improvement in two to three days 
constitutes a challenge of the original diagnosis, and 
should prompt reappraisal of the patient as a new 
case. 

Nevertheless, indications of improvement may be 
subtle, and the dramatic response of pneumococcal 
pneumonia to penicillin is an exception in anti- 
microbial therapy, rather than the rule. 

Drug fever and “superinfection” with new bac- 
teria are the bugaboos of prolonged antibiotic ad- 
ministration and are rarely observed in therapy of 
less than one week’s duration. 
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Undue stress on the importance of bacterial sen- 
sitivity studies has led to the unwarranted impres- 
sion that such studies are essential to rational ther- 
apy. In fact, such studies are unnecessary in the 
treatment of most infections and, as performed in 
the average laboratory, are only crudely quantita- 
tive. 

In common practice, “resistant” strains of pneu- 
mococci, beta hemolytic streptococci, gonococci, 
and meningococci have not appeared, and these 
organisms may be presumed sensitive to penicillin 
and the broad-spectrum antibiotics. 

In contrast, certain gram-negative microbial spe- 
cies such as Proteus vulgaris and Pseudomonas 
aeruginosa are unpredictably variable in their anti- 
biotic sensitivity, and tend to develop resistance 
during therapy. 

Therefore, proper therapy of infections frequently 
caused by such bacteria (infection of the urinary 
tract, lung abscess, and wound infection) is depend- 
ent on sensitivity studies as well as cultural identifi- 
cation of the etiologic organism. 

These facts do not forbid a therapeutic trial in 
minor infections; e.g., many urinary tract infec- 
tions will respond to the broad-spectrum drugs. 
Recurrences of such infection constitute a definite 
indication for detailed bacteriologic study prior to 
retreatment, however. In staphylococcal septicemia 
and subacute bacterial endocarditis sensitivity stud- 
ies are crucial to proper management of the patient. 


Specific Recommendaticns 


This article is not basically concerned with de- 
tails of dosage (readily available in the drug bro- 
chures) but rather with certain principles underly- 
ing rational therapy of infectious diseases. The 
rapid developments in the field of antibiotic ther- 
apy and the continual appearance of new drugs may 
invalidate specific comparative statements by the 
time these words are printed. 

A further deterrent to the offering of detailed ad- 
vice is the changing nature of the microbial path- 
ogens themselves. Whereas one would unhesitat- 
ingly have recommended the use of penicillin in all 
staphylococcal infections five years ago, the steadily 
increasing number of penicillin-resistant organisms 
has led to the recent promotion of at least two new 
antibiotics—carbomycin and erythromycin. The 
practitioner has no recourse but to master the use 
of those antibiotics tested by time, and await the 
results of systematic clinical trials when new anti- 
biotics appear. 


. 


Rational Therapy—Recapitulation 


1. The basic guide to rational antibiotic therapy 
is identification of the etiologic agent of the disease. 
On occasion, but not usually, it is also necessary to 
define the antibiotic sensitivity of the agent by lab- 
oratory testing. 

2. Valid inferences concerning the probable etio- 
logic agent of a disease may be drawn from clinical 
evidence. Immediate therapy is largely dependent 
on such presumptive diagnosts. 


Here’s a Helpful Hint . . . 


Tue presence of hydrochloric acid in the stomach is an important deterrent to healing of a 


3. Clinical characterization of a febrile disease ac- 
cording to its predominant symptomatic localization 
permits reasonable inferences concerning the prob- 
able pathogens of the organ systems involved. 

4. Immediate therapy should be instituted, if in- 
dicated, on the basis of the presumptive clinical di- 
agnosis. 

5. The maintenance or modification of therapy 
will depend on (a) critical evaluation of therapeutic 
response, (b) the results of bacteriologic studies ini- 
tiated prior to therapy. 


Creating Peptic Ulcer 


peptic ulcer. For this reason, medical regimens are intended to neutralize acid. While an 
ulcer is active, such neutralization should be as continuous as possible and should therefore 
include the nocturnal hours. To provide neutralization for sixteen hours a day and forget it 
for eight hours at night cuts down the chances for healing by approximately one-third, even 
though there is some natural reduction of secretion of hydrochloric acid at night. 

Part of the medical regimen I prescribe includes the purchase of three alarm clocks. These 
are set to awaken the patient every two to three hours during the night. Each time he awakens, 


he takes a dose of an antacid medication. 


After several weeks on this regimen, some of my patients are no longer aware of being 
awakened. Since their medicine is gone they feel sure that either they or the mice have used 


it.—Epwin Matun, M.D., Mt. Holly Springs, Pennsylvania. 
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Cardiac Pain 


BY HUGH H. HUSSEY, M.D. 
Washington, D. C. 


Myocardial ischemia is the chief basis for chest pain arising from the heart itself. The pain syndromes of 
coronary insufficiency are angina pectoris, coronary failure, and myocardial infarction. They are mimicked 


with variable accuracy by other cardiovascular disorders—myocarditis, pericarditis, aortic aneurysm, dissecting 


aneurysm, acute pulmonary hypertension, and neurocirculatory asthenia—and by many noncardiovasculor 


conditions. 


IN MOST instances, cardiac pain is a form of “re- 
ferred pain.” The sensation is not recognized as 
coming from the heart, but seems to come from 
that part of the body wall which is supplied by 
afferent fibers from the same posterior nerve roots 
as the heart. 

Myocardial ischemia is the principal abnormal 
stimulus, and the area of reference corresponds to 
the first four thoracic spinal cord segments (Fig- 
ure 1). Sometimes there is sensory radiation to ad- 
jacent areas of the cord; this explains the location 
at times of cardiac pain outside the region to which 
it usually is referred. 

Often there is tenderness and reflex muscle 
spasm in the involved part of the chest. The muscle 
spasm possibly accounts for part of the feeling of 
pressure that attends some causes for cardiac pain. 
There may also be viscerosecretory reflexes in the 
form of vomiting, diarrhea, or excessive salivation or 
urination. 

Finally, there may be a summation of afferent 
impulses in some cases. An example is the patient 
who previously has experienced pain elsewhere in 
the body from some other cause—for instance, gall- 


Figure 1. Sensory nerves from the heart are grouped in the 
first four thoracic segments of the spinal cord and have a cor- 
responding area of reference on the surface of the body. 
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bladder disease. If this patient develops heart pain, 
he is likely to have pain not only in the cardiac 
dermatomes but also in the abdomen. 

The main types of cardiac pain develop because 
of (1) coronary insufficiency, (2) active rheumatic 
myocarditis, (3) pericarditis, (4) aortic aneurysm, 
(5) dissecting aneurysm, (6) pulmonary hyperten- 
sion, and (7) neurocirculatory asthenia. 


Coronary Insufficiency 


In its most general sense, coronary insufficiency 
means that blood flow to the myocardium is less 
than it should be. This happens when coronary 
flow is reduced, or the demand for blood is increased 
without a corresponding rise in supply, or both 
(Figure 2). 

Table 1 is a partial list of the causes for coronary 
insufliciency. The only purpose in making such a 
list is to emphasize that many factors may inde- 
pendently contribute to this condition. It is obvious 
that arteriosclerosis of the coronary arteries is a 
cause for coronary insufficiency. It may not be so 
obvious that severe hypotension is a cause, unless 
we take into consideration the elderly man who has 
not previously had symptoms of his coronary artery 
disease, and who develops myocardial infarction as a 
consequence of going into shock during an opera- 
tion. In this case, the fall in blood pressure further 


Figure 2. Coronary insufficiency is a lesson in supply and demand. 


Table 1. Causes of coronary insufficiency. 


A. Disease of coronary arteries 
1. Arteriosclerosis 
2. Congenital abnormalities 
3. Embolism 
4, Thromboangiitis obliterans 
5. Other vascular disease 


B. Disease of coronary orifices 
1. Syphilitic cortitis 
2. Dissecting aneurysm 
3. Vegetative endocarditis 


C. Compression of coronary arteries 
1. Pericardial effusion 


D. Diminished cardiac output 
a. 1. Severe hypotension 

2. Aortic stenosis 

3. Bradycardia 

4. Tachycardia 

5. Myxedema 


. Diminished blood pressure 
1. Severe hypotension 
2. Tachycardia 
3. Aortic regurgitation 


. Diminished oxygen delivery 
1. Anemia 
2. Anoxia (high altitude, 
pulmonary disease) 


G. Increased cardiac work 
1. Thyrotoxicosis 
2. Hypoglycemia 
3. Epinephrine injection 
4. Severe exertion 
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impairs filling of the coronary arteries, and the re- 
sult is a most unfavorable one. 

The principal syndromes of coronary insufficiency 
are (1) angina pectoris, (2) coronary failure (coro- 
nary insufficiency; premonitory pain), (3) myo- 
cardial infarction, (4) congestive heart failure, 
(5) disturbances of rhythm or conduction, and 
(6) sudden death. Only the first three provoke pain, 
and various combinations are seen. Of course, a 
patient may have coronary artery disease and never 
have clinical evidence of it. This is a common 
enough post-mortem disclosure. 

A number of factors influence the pain that re- 
sults from coronary insufficiency. Obviously the de- 
gree and duration of myocardial ischemia are most 
important. As with any other type of pain, the 
sensibility and intelligence of the patient are also 
modifying factors. 

One other thing that is hard to put into a pa- 
tient’s record is concerned with the rapport that we 
establish in taking his history. This is well exempli- 
fied when dealing with people of a different race or 
a different nationality; they have a different way of 
expressing themselves. For example, it has been 
reported that coronary insufficiency is an uncom- 
mon cause for chest pain in Negroes—that more of 
them have heart failure as their first manifestation 
of coronary artery disease. This is mainly false. 
When patients are studied carefully by physicians 
who are practiced in obtaining information from 
these people, chest pain is common in Negroes 
having coronary insufliciency. 


ANGINA PECTORIS 


A patient with angina pectoris seldom has other 
complaints; this is helpful in making a diagnosis. 
On the other hand, angina is easily confused with 
other symptoms, notably dyspnea. It can be quite 
difficult to decide whether a patient is describing 
chest pain or a sensation of discomfort in breathing. 
This only emphasizes the importance of careful his- 
tory-taking; a diagnosis of angina pectoris is based 
entirely on the patient’s history. 

Exciting Factors. Exertion is the most common 
exciting factor. As a matter of fact, we might say 
that pain is invariably provoked by exertion in pa- 
tients who have angina pectoris, if it were not that 
some patients, because of illness or other circum- 
stances, never exert themselves. Eating, followed 
by exertion, is another important exciting factor. 
Eating, as a factor alone, is less common. The in- 
fluence of emotion is well known. 

Cold may play a part in various ways. Getting 
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into a cold bed, walking in the wind on a cold day, 
or drinking iced drinks may provoke the symptom. 
Certain parts of the body are special “trigger” zones 
for some angina patients. The best known are the 
face in the region of the nose, and the palmar side 
of the wrists. 

Recumbency as a cause for angina pectoris some- 
times has a very grave prognostic significance. We 
think of angina so much in terms of effort that 
when it comes in a patient who is lying in bed, it 
startles us, and usually it is serious. There are 
exceptions, however. Occasionally angina that comes 
during recumbency at night is due to nocturnal 
hypoglycemia, which can be prevented. 

Hypoglycemia at any time of day can provoke 
severe angina. Here the mechanism is believed to 
be an increase of cardiac work resulting from libera- 
tion of epinephrine. This factor is most common 
in patients having coronary artery disease plus 
diabetes, with insulin being given for the latter 
disease. Proper regulation of diet and insulin 
dosage should remove this factor. 

Other exciting factors are comparatively rare, 
and include swallowing and the use of certain 
groups of muscles. 

Whenever angina pectoris becomes more easily 
provoked—particularly when it abruptly becomes 
more frequent at rest—we should suspect that myo- 
cardial infarction has developed or is imminent, or 
that the patient has some other mechanism for chest 
pain. A constant handicap in diagnosis is the fact 
that fully 75 per cent of patients with angina pec- 
toris also have other diseases that can cause chest 
pain. 


Figure 3. Sometimes the patient best de- 
scribes the quality of pain by a gesture. 
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Figure 4. Although angina pectoris may 
have wide distribution, in 95 per cent of 
cases it is most intense immediately sub- 
sternal or just to the left of the sternum. 


Qualities. In about 40 per cent of cases, patients 
describe their discomfort in terms that imply a 
sense of pressure or constriction. Often the impli- 
cation is found in a gesture the patients make with 
their hands (Figure 3). In about 30 per cent of 
cases, the terms are so vague that an accurate entry 
cannot be made of the quality of discomfort. In 
about 20 per cent, the pain is aching. In 5 per cent, 
it has a burning quality, and only rarely is the dis- 
comfort described as sharp. 

The pain is more often mild than severe. For 
this reason, a very careful inquiry is needed in order 
to ascertain that some patients have the discomfort 
at all. Usually it lasts only a few minutes, although 
it may go as long as thirty minutes. 

Relief of angina by rest is well known. In patients 
in whom hypoglycemia is a provoking factor, eating 
affords relief. The administration of a vasodilating 
substance like nitroglycerin also relieves the pain. 
This effect of nitroglycerin has some diagnostic 
value. It means something to us when a patient 
gets relief from his chest pain by putting a tablet of 
nitroglycerin under his tongue. However, other 
causes for chest pain may be relieved equally well 
by this same drug. Also, angina pectoris goes away 


Figure 5. A group of patients having angina pec- 
torts die at a rate of about 10 per cent per annum. 


: 


if 


so quickly of its own accord that we sometimes have 
trouble appraising the value of nitroglycerin. There- 
fore, for purposes of therapeutic testing for diag- 
nosis, it is better to give nitroglycerin prior to exer- 
tion for a patient who has learned by experience 
that a certain amount of exertion invariably pro- 
vokes discomfort. If then he can undertake that 
exertion without experiencing pain, it is almost sure 
that he has been describing angina pectoris. 

Belching brings relief from angina in some pa- 
tients. Often this serves to confuse the patient— 
sometimes the doctor. Mild pain that goes away 
with a good belch hardly suggests heart trouble, 
and a serious disorder may be passed off as simple 
indigestion. 

Location. Angina is not sharply localized. Occa- 
sionally with the pain of myocardial infarction, a 
patient will point to the area of his discomfort. This 
rarely happens with angina pectoris. The patient 
does not point with a finger; he uses one or both 
hands, laying them on his chest in the large area 
where he has been feeling uncomfortable. Most of 
the time—in 95 per cent of cases as a matter of fact 
—the pain is most intense immediately substernal 
or just to the left of the sternum (Figure 4). 

Pain does not occur along the costal margin or 
out toward the apex of the heart. Again, myocardial 
infarction is different in this respect. Myocardial 
infarction pain may occasionally be located in the 
apical region of the heart. 

Angina occasionally spreads to extrathoracic re- 
gions—epigastrium, shoulders, jaws, arms, or back. 
Once in a while, angina pectoris has a kind of 
retrograde development. A patient begins having 
discomfort in his arm on exertion. As time goes on 
—sometimes weeks or months later—a similar ach- 
ing or tight discomfort, felt vaguely in the arms, 
spreads to the center of the chest. 

After all though, location of pain is not too help- 
ful, if we recall that in three out of every four pa- 
tients whom we suspect of having angina pectoris, 
there is some coexisting disease that could equally 
well produce chest pain. Musculoskeletal lesions 
and minor disorders of the esophagus are most 
common. 

Clinical Significance. Angina pectoris is always 
diagnosed exclusively from the patient’s story. Col- 
lateral tests of various kinds may or may not lend 
some support to the diagnosis in an individual case. 
The routine electrocardiogram is within normal 
limits in about one patient in every five. 

Generally speaking, angina pectoris has a bad 
prognosis. The average duration of life after onset 
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is about ten years (Figure 5). Associated factors 
that worsen the outlook include distinct abnormali- 
ties of the electrocardiogram, cardiac enlargement, 
hypertension, previous myocardial infarction, and 
congestive heart failure. But these facts about prog- 
nosis have no immediate application in an indi- 
vidual case. Some patients live many years without 
deteriorating. 

Sometimes angina pectoris signifies that myo- 
cardial infarction is imminent or has already taken 
place. This should be suspected especially when 
angina appears abruptly in an elderly person, when 
pain becomes more frequent, and when pain ap- 
pears during rest (angina decubitus). 

Occasionally angina disappears completely. This 
may happen following an attack of myocardial in- 
farction, possibly because of death of nerve endings 
in an area of myocardium from which painful 
stimuli formerly arose. More hopefully, it may hap- 
pen because a contributing factor is removed (ane- 
mia, hypoglycemia), or because intercoronary anas- 
tomoses begin to function effectively as a collateral 
circulation. 


CORONARY FAILURE 


This second painful syndrome of coronary insuf- 
ficiency is one for which terminology is somewhat 
confusing. It represents an episode that is some- 
thing between angina pectoris and myocardial in- 


farction. 

The pain is similar to angina pectoris in quality, 
location, and other characteristics. It is distinguished 
mainly by a longer duration and by the fact that it 
may not be relieved by nitroglycerin. The pain of 
coronary failure may go on anywhere from hours to 
days. It may be constant during this time or may be 
intermittent, coming with or without exertion. 

The duration of coronary failure suggests myo- 
cardial infarction. The conditions differ because of 
the absence in coronary failure of evidences of 
myocardial necrosis—fever, leukocytosis, fast sedi- 
mentation rate, and distinctive electrocardiograph- 
ic changes. 

Clinical Significance. Defined in this way, coro- 
nary failure has a variable significance. First, it may 
simply represent prolonged myocardial ischemia 
that is reversible spontaneously or by means of 
treatment, so that nothing very bad happens. Sec- 
ond, it may signify impending myocardial infarc- 
tion that will develop fully within a short time. 
Finally, pain thought to represent coronary failure 
may actually represent myocardial infarction, as will 
be disclosed when additional studies are made. 
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INFARCTION 


Premonitory Pain. The incidence of pain premoni- 
tory to myocardial infarction varies according to 
the author who makes the study. Apparently when 
the study is made carefully by one physician work- 
ing with his own patients and not from an analysis 
of hospital charts that have accumulated over a long 
period of time, premonitory pain will be discovered 
in slightly more than 35 per cent of cases. 

Coronary failure is a common type of premonitory 
pain. Angina pectoris is a little less common and is 
much less likely to attract attention. For example, 
a patient, previously healthy, begins having angina 
pectoris. He may disregard this symptom until three 
or four days later when he has an attack of myo- 
cardial infarction. Then he recalls the vague dis- 
comfort which earlier came with exertion, and its 
true significance is apparent retrospectively. 

Incidence of Pain. Some reports seem to indicate 
that myocardial infarction is often painless. For in- 
stance, in several reports the incidence of painless 
attacks varied from 28 to 53 per cent. This is a sur- 
prisingly high incidence of painless infarction, but 
the reason for such reports is apparent when we 
discover that these are retrospective studies from 
hospital charts of patients already dead, and we 
cannot go back and ask such patients about their 
chest pain. When working with patients who are 
still living, it is found that more than 90 per cent 
have chest pain with myocardial infarction. 

Excluding patients who die suddenly before they 
can tell anyone whether or not they have chest pain, 
what are the reasons for painless myocardial infarc- 
tion? Rarely the pain is truly absent. More often, a 
patient who has so-called painless infarction actually 
has experienced pain, but it will have been masked 
by some more outstanding symptom, especially 
dyspnea. A patient who has simultaneously pain of 
myocardial infarction and intense breathlessness of 
acute left ventricular failure, is more likely not to 
notice his chest pain, much less have the breath to 
complain about it. Sometimes there is no record of 
pain because the history is poorly taken or imper- 
fectly recorded. 

Exciting Factors. For practical purposes, myocar- 
dial infarction has no special exciting factors except 
conditions that cause shock, including surgical oper- 
ations. The relationship of exertion to myocardial 
infarction is somewhat confused because some au- 
thorities believe that cases resulting from exertion 
should be separated from those occurring spontane- 
ously. This is a debatable practice. Certainly, all of 
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Figure 6. (a) and (b). Erosion of ribs and 
vertebrae by aorticaneurysm due to syphilis. 


us have seen patients who suffer their first attacks 
as a result of strenuous exertion. Developing in this 
way, myocardial infarction has sometimes been 
ruled a compensable illness in spite of evidence that 
coronary atherosclerosis pre-existed. 

Qualities. The quality and location of the pain 
are not remarkably different from angina pectoris. 
As already mentioned, it is more often felt toward 
the apex or in the arms than is the case with angina 
pectoris, although the substernal and left parasternal 
regions are the usual sites. 

An important distinguishing feature is that the 
time of onset often is indistinct. The patient cannot 
name the hour that pain began, as he might with 
perforation of a duodenal ulcer or with gallbladder 
colic. The pain builds up gradually to a peak in- 
tensity and then, if observed long enough, fluctuates 
to some extent. Nitroglycerin is usually ineffective ; 
opiates are needed for relief. 

Unlike angina pectoris, in which diagnosis is 
mainly on the basis of subjective data, myocardial 
infarction causes obvious objective manifestations. 
These changes—shock, fever, leukocytosis, fast sedi- 
mentation rate, ECG abnormalities—confirm the 
cliagnosis. 

Clinical Significance. If all cases are considered, 
the chances for recovery from uncomplicated myo- 
cardial infarction are about ten to one in favor of the 
patient. Certain features of the pain worsen the out- 
look. These include long duration, strict localization 
to the chest, and a history of premonitory pain. 
Other aspects of the clinical course are beyond the 
scope of this discussion. 
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Figure 7. Generalized enlargement 
of aorta due to dissecting aneurysm. 


Rheumatic Carditis 


A second type of heart pain occurs in patients 
having active rheumatic myocarditis. It is compara- 
tively rare and is likely to be overlooked. It is a 
mild precordial aching, not well localized. Although 
this pain is not a valuable aid in diagnosis, it has 
some prognostic significance. Its presence means 
that the rheumatic heart disease is severe. 

Rheumatic heart disease may cause other forms 
of cardiac pain—certainly the pain of pericarditis 
and possibly angina pectoris. 


Pericarditis 


The visceral and parietal pericardium is mainly 
insensitive, and most cases of pericarditis are entirely 
painless. However, the lowermost part of the parietal 
pericardium is supplied by fibers from the phrenic 
nerve that carry sensation of pain. Involvement of 
this region or extension to the mediastinal pleura of 
an inflammatory process of the pericardium causes 
pain that is substernal, precordial, or in the left 
shoulder region, according to the portion of peri- 
cardium or pleura involved. 

Differences from Myocardial Infarction. When pain 
does occur, its location and abrupt onset may sug- 
gest myocardial infarction. This is especially true for 
idiopathic pericarditis. There are, of course, im- 
portant differences. 

Because the mediastinal pleura is inflamed, the 
pain may be aggravated by breathing, or by twisting 
the body, or at times by swallowing. These are rarely 
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aggravating factors in myocardial infarction. Fever 
tends to be higher. When effusion develops, the size 
of the heart increases abruptly. 

A friction rub is likely to be discovered at an 
earlier time in the course of the disease and is likely 
to last longer than is the case with myocardial in- 
farction. For instance, at the time pain appears, the 
majority of patients may be expected to have a 
friction rub if they are going to have one at all. On 
the other hand, in myocardial infarction, a friction 
rub is rarely noted before the second or third day 
after the onset of pain. There are also electrocardio- 
graphic differences, especially in serial tracings. 

The difference in prognosis is obvious. Although 
many patients with idiopathic pericarditis have a 
stormy course, the prognosis is generally better 
than in myocardial infarction. 


Aneurysm 


Chest pain is the commonest chief complaint of 
patients with aneurysm of the thoracic aorta. How- 
ever, other symptoms are also important, especially 
dyspnea and cough. 

There are two possible mechanisms for pain from 
aneurysm. The more common is compression of 
other structures, particularly the thoracic cage. 
Other structures capable of transmitting sensations 
of pain may also be compressed (Figure 6). The sec- 
ond reason for chest pain is coronary insufficiency 
resulting from syphilitic occlusion of the coronary 
ostia. 


Dissecting Aneurysm 


Dissecting aneurysm results from a splitting of 
the layers of the aorta. Usually shock attends the 
onset. Sometimes pain comes in distinct episodes, 
each representing an advance of the dissection. 

This pain differs from that of myocardial infarc- 
tion in that it is more often maximum from the start; 
it often radiates toward the back and sometimes 
downward. When the dissection starts at a point 
near the leaflets of the aortic valve and moves dis- 
tally, these leaflets are likely to sag a little bit, so that 
aortic regurgitation may suddenly appear. The 
regurgitation is not severe, and it is mentioned only 
because it may help in diagnosis. 

When the dissection passes the points of origin of 
peripheral arteries, they may become occluded. The 
consequent asymmetrical changes in peripheral 
pulses is a valuable diagnostic clue. 

However, similar occlusions may take place as a 
result of arterial embolism in cases of myocardial 
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infarction, but here the development is a late one. 

An x-ray film of the chest usually discloses gener - 
alized enlargement of the aorta. When a prior film 
is available for comparison, the change is much 
more distinctive (Figure 7). 

The immediate mortality from dissecting aneu- 
rysms is high. It is estimated that a patient with 
myocardial infarction has odds of about ten to one 
in favor of recovery, whereas a patient with dissect- 
ing aneurysm of the thoracic aorta has odds of about 
ten to one against recovery. 


Pulmonary Hypertension 


The idea is comparatively new that hypertension 
in the pulmonary circulation can cause chest pain. 
The mechanism is believed to be a sudden increase 
of distention of the pulmonary artery. Nerve fibers 
from this vessel have a distribution similar to those 
from the heart. Therefore it is not surprising that 
this type of pain closely simulates angina pectoris or 
coronary failure (Table 2). 

In their description of pulmonary hypertensive 
pain, Viar and Harrison stated that it does not result 
from pulmonary hypertension secondary to acute 
left ventricular failure. They observed the pain in 
conditions such as mitral stenosis, primary diffuse 
diseases of the lungs (asthma, emphysema), certain 
types of congenital heart disease, and pulmonary 
embolism. However, there are instances of “angina 
decubitus” in which left ventricular failure is the 
precipitating factor, and in which chest pain is not 
influenced by nitroglycerin but persists until heart 
failure is relieved. There is no way to be sure 
whether such pain is due to pulmonary artery dis- 
tention or coronary insufficiency. On the other hand, 
it is equally hard to be sure whether or not coronary 
insufficiency plays a part in the pain related to 
isolated pulmonary hypertension. 


Table 2. Comparison of pain due to pulmonary hypertension 
with angina pectoris. 


differences 


. Demonstration of cause 
for isolated pulmonary 
hypertension 

. Associated dyspnea, 
cough, cyanosis 

. ECG: right ventricular 
hypertrophy 

. Striking relief by 02 

. Failure of nitroglycerin 


. Intensity 


. Relation to exertion 
. Relief by aminophylline 


2 
similarities 
= 
x 1. Quality 1 
2. Location 2 
3 
4 4 
5 5 
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Figure 8. Pain in neurocircula- 
tory asthenia usually has a differ- 
ent location than angina pectoris. 


Neurocirculatory Asthenia 


The cardinal symptoms of neurocirculatory 
asthenia are chest pain, palpitation, a respiratory 
discomfort that is a kind of glorified sighing, and a 
constant feeling of exhaustion. The combination of 
pain, palpitation, and dyspnea gives the syndrome a 
superficial resemblance to angina pectoris, espe- 
cially in the mind of the patient but sometimes in 
the mind of the physician also. 

The mechanism for chest pain in neurocirculatory 
asthenia is better understood since the experiments 
of Friedman were reported. He showed that the pain 
is a result of limited use of the diaphragm in respira- 
tion. Patients with neurocirculatory asthenia tend to 
breathe mainly with the intercostal muscles. Con- 
sequently, the heart is close to the chest wall at all 
times, and the pounding of the heart against the 
chest wall causes precordial aching. Sometimes the 
chest pain is more severe, coming as a sharp jab. 
This is usually due to occasional premature beats. 

Differences from Angina Pectoris.1n a typical case, 
neurocirculatory asthenia has rather obvious dif- 
ferences from angina pectoris. The quality of the 
pain is different. It is either an ache or a sharp pain; 
it seldom has a quality of constriction. The pain 
follows exertion rather than coming during exertion. 
The heart and the electrocardiogram are normal with 


one important exception: occasionally there is 
transient or positional inversion of T waves in limb 
leads II and III. Commonly there are other evi- 
dences of sympathetic overactivity. Of course, the 
prognosis for life is excellent. Finally, the location 
of the pain is important. The pain of angina, as pre- 
viously mentioned, is usually substernal, or just to 
the left of the sternum. The pain of neurocirculatory 
asthenia is out toward the apex or along the costal 
margin (Figure 8). 


Conditions That Mimic Heart Pain 


Many conditions may mimic cardiac pain. With 
regard to diagnosis, the important ones are those 
that mimic the pain of coronary insufficiency. Not 
all of them merit equal emphasis in this discussion. 


ESOPHAGEAL LESIONS 


Esophageal Spasm. This condition commonly 
causes substernal discomfort that is frightening to 
patients who know something about angina pectoris. 
Many times what they fear may be angina pectoris is 
esophageal spasm—a little ache, a feeling of discom- 
fort immediately behind the lower part of the 
sternum. 

Usually it appears after eating or during periods 
of emotional tension. The skill of any diagnostician 
may be defied in distinguishing that this is due to 
esophageal spasm rather than angina pectoris. Of 
course, a diagnosis is readily apparent with an esoph- 
agogram in cases of severe cardiospasm (Figure 9). 

But milder forms of cardiospasm or esophageal 
spasm may give no evidence of their presence by 
X-ray examinations unless the examinations are 
made while the spasm is present, that is, while pa- 
tients are having their discomfort. 

Hiatal Hernia. Patients with small esophageal 
hiatal hernias commonly have chest pain similar to 
angina pectoris (Figure 10). Large diaphragmatic 
hernias less often cause pain; dyspnea or gastroin- 
testinal disturbances are more common (Figure 11). 

Differences from Angina Pectoris. It is easy to un- 
derstand the similarity to angina pectoris of the pain 
of certain esophageal lesions if it is recalled that the 
afferent nerves from the lower end of the esophagus 
and the upper part of the stomach have very much 
the same distribution in the spinal cord as the 
cardiac nerves. 

Distinguishing esophageal trouble from angina 
pectoris depends greatly upon careful history-tak- 
ing. The main distinguishing features are as follows: 

1. Exertion has a quite variable effect, sometimes 
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Figure 9. Widening of mediastinal 
shadow due to dilatation of esophagus 
from long-standing cardiospasm. 


being attended by pain, sometimes not. In cases of 
hiatal hernia, pain often is provoked by exertions 
that increase intra-abdominal pressure (bending 
forward, lifting). Also in this disease, position is a 
factor—pain coming when the patient lies down, 
particularly when he does this soon after eating. 

2. Pain is likely to be precipitated by swallowing, 
a feature rarely seen with angina pectoris. 

3. Dysphagia is a common attending symptom. 

4. The pain lasts longer in some cases than is 
usual with angina pectoris. 

5. Relief of pain by atropine—not nitroglycerin, 
because this may be effective in both causes for pain 
—is at times a helpful therapeutic test. One good 
way of using this drug is in the form of tincture of 
belladonna, giving it in gradually increasing doses 
until the patient is taking all he can tolerate. Then 
if his episodes of pain disappear, a diagnosis of an 
esophageal lesion is favored over one of heart dis- 
ease. 


OTHER DIGESTIVE DISORDERS 


The gastric lesions that tend to mimic cardiac pain 
are unimportant in themselves. Occasionally, func- 
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Figure 10. A small diaphragmatic (esophage- 
al hiatus) hernia may mimic angina pectoris. 


tional distention, cascade deformity, or a gastric 
diverticulum causes substernal pain. Associated 
dyspepsia and a larger component of pain in the 
epigastrium suggest that a digestive rather than car- 
diac disorder is the reason for the chest pain. X-ray 
studies help solve the problem. Major diseases, such 
as cancer and peptic ulcer, do not cause confusion. 

Gallbladder disease is more important. Everyone 
has had experience with patients in whom it is diffi- 
cult to tell what kind of attack is going on. Although 
the main manifestations of gallbladder colic are well 
known, confusion of this with an episode of myo- 
cardial infarction is easy at first. And this confusion 
may be heightened as time goes on, because tem- 


Figure 11. (left). Large diaphragmatic hernias usu- 
ally cause dyspnea and gastrointestinal disturbances. 
Figure 12. Spontaneous pneumothorax on the left side. 
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porarily the electrocardiogram may become ab- 
normal in an elderly patient who has an attack of 
gallbladder disease. Only close attention to the his- 
tory and careful study of the patient’s course, in- 
cluding serial electrocardiograms, will resolve such 
difficulties. 

Splenic Flexure Syndrome. Recently Machella and 
associates have reported a group of forty patients in 
whom trouble at the splenic flexure of the colon 
mimicked coronary artery disease. They believed 
that distention of the splenic flexure by gas or by 
feces was the mechanism for symptoms. Confirma- 
tion of this idea was obtained by showing that the 
flexure often was unusually distended by gas at 
times when patients were having discomfort. Also, 
it was possible to reproduce symptoms of an attack 
by inflating a balloon in the splenic flexure. 

The syndrome was represented as episodes of 
pain, located most often in the left upper quadrant 
or precordial region. Frequently pain was felt in 
more than one place at a time (left upper quadrant, 
precordium, left shoulder was one such combination 
of sites). The pain was never very great. The pre- 
cordial component was described as a sense of 
pressure, fullness, or aching, and was the reason for 
confusion with coronary insufficiency. 

Various factors seemed to provoke attacks, in- 
cluding emotional tension, constipation, eating, and 
lying down. Commonly an attack ended with expul- 
sion of feces or flatus spontaneously or as the result 
of an enema. 


PULMONARY DISORDERS 


Spontaneous Pneumothorax. This disease some- 
times causes a pleurisy-type of chest pain, but on 
other occasions, there is a strong resemblance to 
coronary insufficiency. Figure 12 is a reproduction 
of the chest film of a medical student who was listen- 
ing to a lecture on heart disease when he developed 
breathlessness and substernal pain. This intelligent 
young man was sure that he was having a heart 
attack, probably myocardial infarction. Within a 
little while, dyspnea overshadowed chest pain, but 
the pain did persist as a sense of retrosternal 


ONDITIONS WHICH MIMIC CARDIAC 
- MEDIASTINAL EMPHYSEMA 


pressure, resembling pain of myocardial infarction. 

In this case, the pneumothorax was massive, col- 
lapsing the entire left lung. Consequently, physical 
signs and x-ray findings were so typical that the 
diagnosis was quickly made. With smaller accumula- 
tions of air in the pleural space, there may be greater 
difficulty in making the correct diagnosis. This can 
be resolved only by close attention to the history 
and by obtaining chest films in more than one view 
or in the phase of full expiration. Commonly a small 
accumulation of air escapes detection when only the 
usual P-A film is obtained. A lateral film or an 
oblique film may show the small pneumothorax. 

Mediastinal Emphysema. This is another cause for 
pressure-type substernal pain, and the spontaneous 
variety especially may be mistaken for a heart 
attack. This variety may develop, for example, in 
pneumonia when cough is quite severe. Pulmonary 
alveoli rupture, causing interstitial emphysema of 
the lung. Then the air migrates along the broncho- 
vascular trunks to the mediastinum (Figure 13). 

This condition is distinguished from myocardial 
infarction principally by a history of onset after 
severe coughing and by discovery of a peculiar 
crunching, crackling sound in the region of the 
sternum (Hamman’s sign), plus evidence of me- 
diastinal compression (dyspnea, cyanosis). Usually 
the area of cardiac dullness disappears. Also, when 
the air dissects upward and appears in the soft 
tissues of the neck or elsewhere in the body, there is 
no problem in establishing the diagnosis. 

In a fair percentage of patients with mediastinal 
emphysema, air ruptures through the mediastinal 
pleura and causes pneumothorax. This adds to the 
dyspnea and may at times add to the confusion. 


MUSCULOSKELETAL LESIONS 


Of the musculoskeletal lesions that are likely to 
mimic cardiac pain, the most important are arthritis 
and intervertebral disc syndrome affecting the 
cervical or thoracic spine. These conditions cause 
pain along the front of the chest because of compres- 
sion of spinal nerve roots (Figure 14). 

Occasionally the explanation for the chest pain is 


Figure 13. a, Mediastinal emphy- 
sema often results in air streaks in 
the soft tissues of the neck, and b, 
a dark area of radiolucence behind 
the sternum. 
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immediately apparent, because the patient notes 
that he has it only when he moves his neck, or 
hunches his shoulders, or bends his back in 2 certain 
manner. At other times the relationship of the chest 
pain to trouble with the spine is not so obvious. 
Then it may take a good deal of inquiring and a good 
deal of studying before the diagnosis is settled. 

The fact that x-ray films show vertebral changes 
is not too helpful in differential diagnesis. Many 
people past the age of 40 have osteoarthritis of the 
spine that has nothing to do with chest pain. Con- 
versely, some people with pain from vertebral dis- 
ease have minimal x-ray changes. When pain 
responds to orthopedic methods that might be ex- 
pected to relieve pressure on spinal nerves (specifi- 
cally, traction), a diagnosis of vertebral involve- 
ment is probable. 

Another worrisome problem is the patient who 
has two diseases, for example, angina pectoris and 
osteoarthritis, with chest pain from both. In this 
kind of case, it is a big job to unravel the story and 
assign each episode of chest pain to its proper cause. 
Here again, the patient’s history is more help than 
various special studies. 


Undiagnosed Chest Pain 


In this article, it has not been practical to discuss 
all conditions that mimic cardiac pain. Each physi- 
cian has his pet story of a patient whose chest pain 
seemed at first to be due to a coronary attack, and in 
whom another diagnosis was later made. An example 
is represented in Figure 15,a fractured sternum in an 
old gentleman who had no recollection of bumping 
his chest. His story of pain initially suggested myo- 
cardial infarction, but sternal tenderness was a clue 
to the correct diagnosis. 

Then there are patients having chest pain for 
which no cause is ascertained after careful study. In 
such cases, a physician is tempted to tell his patient 
that although the diagnosis is uncertain, the pos- 
sibility of heart disease cannot be fully excluded. 
Sometimes the physician only implies as much. 
Such action is a result of the doctor’s natural incli- 
nation to protect himself in the event that the pa- 
tient does turn out to have heart trouble. It is bad 
practice because most of these patients do not have 
pain of coronary origin. But the physician’s state- 
ment can be a potent cause for a cardiac neurosis. 

In a doubtful case, accurate diagnosis is greatly 
aided by careful observation of the clinical course. 
In this, as in any diagnostic problem, the final 
answer may depend upon retrospective analysis of 


GP ¢ September, 1953 


Figure 14. Cervical arthritis, as in this case, or trouble 
with an intervertebral disc may cause anterior chest pain. 


events. This process of “careful observation” must 
be conducted so as to avoid creating an irrevocable 
impression in the patient’s mind that he has a dis- 
ease as serious as angina pectoris, when final analy- 
sis may disclose something as benign as esophageal 
spasm. This can tax the skill of the most sympathetic 
physician. But he must do his best; the patient’s 
economic and emotional security may be at stake. 


Figure 15. Even a fractured stern- 
um may rarely mimic a heart attack. 


4 
1 
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Eventration 
of the Diaphragm 


One or both sides of the diaphragm may be ele- 
vated due to subdiaphragmatic causes such as 
ascites, pregnancy, tympanites, abdominal masses, 
or enlargement of the liver, spleen or kidney. 
There are also many intrathoracic conditions as- 
sociated with elevation of the diaphragm—most 
often unilateral. In most cases, decrease in the 
Figure 1. Eventration of left leaf of diaphragm. Pattern of large size of the lung, as in atelectasis and fibrosis, is 
bowel visible under elevated leaf. Heart displaced to right. responsible for the raised position. Paralysis of 
the diaphragm due to involvement of the phrenic 
nerve may occur as a result of poliomyelitis, pe- 
ripheral neuritis, compression by a mediastinal 
mass, or phrenic nerve interruption for thera- 
peutic reasons. 

Eventration is a unilateral elevation of all or 
part of a leaf of the diaphragm occurring in the 
absence of intrathoracic or intra-abdominal causes 
and without involvement of the phrenic nerve. In 
this condition, the involved leaflet is relaxed and 
atrophic and changed into a thin membrane com- 
posed predominantly of fibrous tissue. 

Usually, eventration of the diaphragm causes 
no symptoms, the condition being discovered on 
routine x-ray examination. Occasionally there 
may be mild gastrointestinal, respiratory, or car- 
diac symptoms related to organ displacement. 

The left leaflet is the one usually involved, and 
x-ray of the chest shows the thin, curved line of 
the diaphragm forming a dome over the stomach 
bubble and the colon. The heart is frequently dis- 
placed to the right and forward. The diaphrag- 
matic motion may be normal, decreased, or para- 
doxical. In the last situation, the diseased dia- 
Figure 2. Unusual eventration of anterior portion of right leaf  Phragm rises on inspiration and falls on expira- 
of diaphragm. Simulates mediastinal tumor or dextrocardia. tion. A barium meal may be required to dis- 
Correct diagnosis established by pneumoperitoneum. Radiolucent tinguish eventration from a true diaphragmatic 
area in right lung represents lung abscess. hernia. An induced pneumoperitoneum outlines 

the diaphragm, permitting a precise diagnosis. 
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BY EDWARD W.McCORMICK, M.D. 


Carmel, California 


Phenylbutazone gives symptomatic relief in various rheumatic syndromes. It substantially eases pain and stiffness 


in rheumatoid arthritis, and provides dramatic improvement in acute gout. In general practice the drug has a 


large field of usefulness for “‘fibrositis” and related conditions. Special caution is urged regarding development 


of anemia or agranulocytosis as toxic manifestations of phenylbutazone treatment. 


Ir 1s four years since the discovery of ACTH and 
cortisone opened the door to our knowledge of the 
collagen diseases and to the function of the adrenal 
cortex. It has been found that these two substances 
give some relief in the rheumatic diatheses, and 
many other similar substances have been tried and 
found wanting, with one exception. The new drug 
phenylbutazone (Butazolidin) has justified its prom- 
ise as a potent factor in the treatment of rheumatic 
diseases. This drug has considerable value to the 
general practitioner, because it is effective in the 
types of cases that he sees every day. 


History of Phenylbutazone 


The discovery of this drug was a mixture of chance 
and perseverance. The initial credit goes to Switzer- 
land. Most of us who practiced in the 1920’s and 
early 30’s will remember aminopyrine. Many of us 
discarded it when we came to realize that it could 
cause agranulocytosis. But it did relieve pain in 
rheumatic conditions, often after aspirin and the 
salicylates had failed. 

The Swiss pharmaceutical firm of Geigy, remem- 
bering this, went back to work on it, and brought 
out an injectable form which they called Irgapyrin. 


They soon found that the relief afforded by this 
drug was out of all proportion to its content of 
aminopyrine. After further investigations it was 
found that the benefit was contained in the solvent, 
so they discarded everything but this, and called it 
Butazolidin. 


Actions and Dosage 


It is obvious that phenylbutazone is chemically 
different from the steroid hormones, yet its effects 
are in many ways similar. Cortisone and ACTH 
ease and relieve fibrositis; so does phenylbutazone. 
Cortisone upsets the electrolyte balance; so does 
phenylbutazone. Both types of medication will re- 
activate a peptic ulcer. In one case a peptic ulcer was 
reactivated when phenylbutazone was given by injec- 
tion, indicating that the effect is not a local one 
but one to be caused from a “central” source. 

Phenylbutazone does not affect the eosinophils in 
the circulation in humans. However, it has been 
stated that one investigator noted that there was a 
big fall in eosinophils when the drug was given to 
rats—a fact that would hardly be of interest to clini- 
cians. I have seen no change in the eosinophils in 
any of my cases. 
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Relief of gout and uric acid elimination is a com- 
mon property of both the steroids and phenyl- 
butazone. The latter drug is not an analgesic as was 
its “parent,” aminopyrine. It has no effect on ordi- 
nary headaches, and it has no antipyretic action, 
but it does have an anodyne effect on joint and 
muscular pains. 

The following table summarizes some of the simi- 
larities and dissimilarities of the steroids and phenyl- 
butazone. 


ACTION ACTH & CORTISONE PHENYLBUTAZONE 

Affects fluid balance Yes Yes 
Affects eosinophils Yes No 
Lowers sed. rate Yes Yes 2 
Relieves fibrositis Yes Yes 
Affects bone marrow 

adversely No Yes 
Reactivates peptic ulcer Yes Yes 
Relieves pain and swelling 

in rheumatoid arthritis Yes Yes 
Toxic actions “reversible” Yes Yes 
Decreases uric acid in blood Yes Yes 
Euphoria in initial stages Yes Yes 


in a few cases 


Dosage. The tablets are marketed in two strengths, 
yellow ones of 200 mg. and red ones of 100 mg. The 
usual initial daily dose is 600 mg. divided into three 
doses. 

In acute cases, where its effect is most dramatic, 
phenylbutazone usually affords relief within twenty- 
four hours, or two days at the most. But it is not 
advisable to stop the drug, as the symptoms may re- 
cur. It should be continued for three days, and then 
the dosage may be reduced to 400 mg. a day (one 
tablet after breakfast and one after dinner). This 
amount is given for another two days, and then the 
drug is stopped. 

In chronic cases the high dosage should be kept 
up longer, and may even be increased cautiously if 
no result is apparent at once. I have never prescribed 
more than 1,000 mg. a day, using such large amounts 
for no more than two days. After a good effect has 
been obtained, the dosage is gradually reduced, un- 
til the patient is symptom-free on the lowest dose. 
This is easy to describe, but in practice it is difficult 
to arrive at the correct level. 

For acute cases, where the drug is given only for a 
few days, I have not insisted on a blood count. But 
in all cases a blood examination should be done if 
there is any likelihood of the therapy being con- 
tinued past the third or fourth day. 

Some patients improve while phenylbutazone is 
being given but relapse when it is stopped. In these 
cases a maintenance dose of 200 or 300 mg. a day is 


given. In these chronic cases, a blood count should 
be done every ten days or two weeks. 

Precautions. Most of the disadvantages have al- 
ready been mentioned, but it might be well to sum- 
marize. The drug has a tendency to upset the gastric 
digestion, and will sometimes reactivate or start up 
a peptic ulcer. It should be taken after meals and 
with an antacid if there is a history of digestive 
abnormality. 

In none of the cases recorded here has it been 
found that phenylbutazone caused agranulocytosis, 
but it does seem to cause slight anemia. A decrease 
in the red cells and the hemoglobin has been noticed 
in three cases. Regular blood counts should be done 
in all cases where therapy is likely to be extended 
over more than a few days. 

The diet should be salt-free while the drug is 
being taken, to minimize the effect of the electrolyte 
shift which seems to take place. Many patients put 
on weight rapidly if this is not observed, and regular 
weight checks will tell whether the patient is follow- 
ing his instructions. 

A rash has been mentioned as one of the side 
effects of this drug, but so far no evidence of sensi- 
tivity has been seen in this series of cases. 


Results of Treatment 


There have been five cases in which the drug has 
had to be discontinued because of digestive disturb- 
ances. In two of these there has been a frank flare-up 
of previous peptic ulcer. The other three had symp- 
toms of nausea and acute indigestion and the drug 
was stopped at once, with a return to normal in a 
very few days. In the two ulcer cases the stomach 
remained disturbed for some weeks. 

In two chronic cases of osteoarthritis there was 
no improvement; on the contrary, the symptoms 
were aggravated, and the drug was therefore discon- 
tinued. In another patient having chronic backache 
and joint pains in the hands and feet, the backache 
became much worse. Although the hands and feet 
improved slightly, the condition recurred on stop- 
ping treatment. At the patient’s wish, phenylbuta- 
zone was restarted after a lapse of two weeks. This 
time the back improved, and the hands and feet 
cleared up completely. 

There is a type of headache which arises from 
abnormality in the neck. In this condition there is 
spasm of the nuchal muscles with trigger spots in 
the trapezius muscle, and tender, painful fibrositic 
nodules. In three cases of this type, phenylbutazone 
was given with almost miraculous results. There 
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was a complete clearance of the headaches, and cer- 


tain pyschosomatic symptoms associated with this 


condition cleared with the headaches. 


In a case of traumatic coccygodynia the drug was 
tried as a last resort. There was profound amaze- 
ment to both doctor and patient when the pain and 
limitation of movement cleared in less than two days. 

The commonest type of case treated was myalgia 
of the back, variously called lumbago, sacroiliac dis- 
ease, fibrositis, or myositis. There were thirty-seven 
patients with this affliction, and all obtained relief. 
The more acute the attack, the quicker the relief. 

There were seventeen cases of fibrositis involving 
the shoulder girdle and the neck. Most of these in- 
volved the trapezius muscle where there were pain- 
ful “trigger” spots. Many of these were acute and 
also had pain radiating down the arm, some even 
with swelling of the hand. All of these cases showed 
improvement except one. 

In addition there were fourteen patients having 
bursitis of the shoulder with limitation of movement. 
These were acute cases and all were relieved within 
forty-eight hours. In three instances of tenosyno- 
vitis, relief from pain occurred in two to four days, 
while twelve patients having bursitis of the knee 
improved even faster. 

Three patients having chronic gout were given 
the drug. They got relief from their joint pains, yet 
they were not so pleased as they might have been if 
they had received it during an acute attack. Two 
cases of acute gout were treated, with dramatic re- 
sult, the pain, inflammation, and swelling disap- 
pearing within a few hours. 

One case of rheumatoid arthritis was treated with 
phenylbutazone in conjunction with cortisone, and 
the cortisone was reduced in dosage, with relief of 
symptoms, 

In six months, exactly one hundred patients have 
received the drug, and these consecutive cases are 
summarized in the following table. As some of these 
cases were treated empirically, this must be taken 
into consideration in reviewing the results. But de- 
spite this, a high incidence of relief of symptoms 
was recorded. 

Table of Results 
TYPE OF CASES TREATED 


37 
Chronic gout......... 3 
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per cent 

Symptoms relieved within 36 hours........ 36 
Symptoms relieved within 3 days........-. 30 
Symptoms improved..........+ 19 
Symptoms improved slightly. ............ 10 
Toxic Effects 


Summary of Recent Communications 


The drug was released about the middle of June, 
1952, and a review of the literature during the suc- 
ceeding six months is instructive, especially when 
the dangers are summarized. In all, over two thousand 
cases have been collected from the writings and re- 
corded from papers in this country and Britain. 

The most serious complication recorded is agranu- 
locytosis, and this was reported in seven cases. The 
next, in descending order of severity was melena 
and gastric hemorrhage, which was seen in nine 
cases. There were twenty cases in which a peptic 
ulcer was reactivated or started, and there were 
eight patients who developed nausea and gastritis, 
although it did not prevent all of them from con- 
tinuing with the drug. In one hundred and eight 
cases there was edema; in sixty-three, a rash; and in 
seventy some degree of anemia. 

On the other side of the picture, the percentage 
of relief obtained is remarkably high: 80 per cent in 
Kuzell’s cases, 100 per cent in Bach’s series of fifty, 
100 per cent in Shulman’s forty cases, and 96 per 
cent in Loxton’s list of fifty. 

Kuzell’s series of 409 cases lists the toxic effects, 
but his figures of amelioration are difficult to inter- 
pret, as he is comparing Butazolidin and Irgapyrin; 
but the drug has a high percentage of beneficial re- 
sults. Similarly Stephens’ cases, 188 in number, 
show favorable and impressive results, and although 
21 per cent had “untoward results,” treatment was 
discontinued in only eleven instances. 

Hinz records a case of agranulocytosis after forty - 
six days’ therapy, but he does not mention how 
many cases were treated, so the incidence or per- 
centage cannot be given. Rhys Davies has used the 
drug in treating 200 patients, with no cases of agran- 
ulocytosis. There were eight cases of edema, two of 
rash, and two with nausea which was severe enough 
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to stop the drug. Steinbocker records 400 cases 
treated with Butapyrin, Butazolidin, and some with 
both. Four cases of leukopenia are recorded, but no 
cases of agranulocytosis. His figures giving toxic re- 
actions agree, in the main, with those of Kuzell. 

The consensus seems to be that here is a drug of 
great value in relieving many forms of rheumatism, 
but it is a drug to be handled with great care, and 
precautions must be taken to prevent recurrence of 
peptic ulcer and agranulocytosis. The percentage of 
relief is high but the drug does not cure. 

These figures, while showing a high rate of relief, 
have got to be modified as it must be remembered 
that certain cases have received the drug empirically. 
It has been given in the hope that it will alleviate 
the patient’s symptoms, and later on, when we have 
more knowledge as to its application, and when it is 
given in the right cases, it should have a higher rate. 
In the cases recorded from the literature there are a 


ELEVATION of serum uric acid and increased urinary 
excretion are known to occur in leukemia. Since uric 
acid is the chief end product of purine metabolism, 
increased formation may be expected whenever ex- 
cessive breakdown of nucleoproteins occurs. With 
the advent of potent therapeutic agents for lym- 
phomas, there have been occasional reports of 
uremia due to uric acid obstruction of the urinary 
tract. 

The occurrence within a short period of time of 
two fatal cases of uremia due to urate deposits and 
uric acid calculi prompted an investigation into the 
incidence of these complications in patients with 
lymphoma. Accordingly, 186 consecutive admis- 
sions with diagnoses of acute or chronic leukemia, 
lymphosarcoma, reticulum cell sarcoma, agnogenic 
myeloid metaplasia, or giant follicular lympho- 
blastoma were surveyed and the incidence of uric 
acid calculi was determined. The incidence was 
compared with that in one hundred cases of other 
types of metastatic malignancies. 

The incidence of uric acid calculi in the lym- 
phomas was 7.04 per cent. No uric acid calculi were 
found in other treated malignancies. The incidence 
of uric acid calculi in general hospital admissions is 


Renal Caleuli Occurring as a Complication of Lymphoma 


considerable number of cases of rheumatoid arthri- 
tis; and in general practice, this is not a common 
disease. 

As stated above, in a series of over two thousand 
recorded cases treated with phenylbutazone, there 
are seven cases of agranulocytosis recorded. It is 
notable that those cases which developed this un- 
fortunate complication did not have regular periodic 
blood examinations. The only death in the series 
occurred in a patient who was given 105 tablets of 
0.2 Gm., and took one thrice daily for thirty-five 
days without a blood count. One death has recently 
been reported of a woman aged 75 years who died of 
a gastric hemorrhage after taking fifty tablets. At 
autopsy the stomach was found to have multiple 
superficial ulcers, mostly in the fundus, ranging in 
size from one to two inches in diameter. 


A bibliography accompanying this article is available upon 
request from the Editorial Office of GP. 


.07 per cent. The frequency of uric acid calculi in 
lymphomas is therefore one hundred times as great 
as that in general hospital admissions. 

One patient treated with nitrogen mustard, de- 
spite rapid regression of the lymphoma, died from 
obstructive uremia. Another fatality occurred during 
spontaneous regression of the liver and spleen in 
myeloid metaplasia with subsequent uric acid ob- 
struction despite repeated cystoscopic manipu- 
lation. 

This potentially fatal and frequently avoidable 
complication of lymphomas is more common than 
has been realized. With extensive destruction of 
nucleoproteins by potent therapeutic agents, the 
probability of uric acid obstruction is increased. 
Therefore, adequate precautions against renal com- 
plications should be instituted as a part of the 
therapeutic regimen. 

Administration of alkali, maintenance of ade- 
quate urinary output, evaluation of kidney function 
and repeated determinations of serum uric acid and 
nitrogen retention, as well as frequent examination 
of the urinary sediment, are indicated.—AustIN S. 
WEISBERGER and Lester Persky, Clin. Research 
Proc., 1:5, 1953. 


GP « Volume Vill, Number 3 


= 
4 
3 


Anorevia in Children 


BY PAUL WILLIAMSON, M.D. 
Walsh, Colorado 


The majority of cases of anorexia in children are purely psychogenic. The function of a good family physician 
is to explain and to aid the family in correcting the home situations that so often account for children’s 
disinclination to eat. Thus the family physician is more a teacher than a dispenser of medicine. 


A FREQUENT problem in general practice is the 
anorexic child. The average practitioner will see 
from five to ten cases a week in which the mother 
brings her child to the doctor solely because of a 
purported decrease in appetite. These cases occa- 
sionally can be puzzling, and frequently they are 
considered extremely serious by the parents. 

Anorexia may be defined as lack of appetite. 
There is a difference between hunger and appetite. 
Hunger is a physical sensation that is apparent only 
after rather prolonged abstinence from eating. Ap- 
petite is principally psychologic and is made up of 
very complex factors including the memory of the 
sight, taste, and smell of foods, the habit patterns of 
eating, and other mental phases. 

Almost without exception, parents who bring 
their children to the physician because of anorexia 
believe that some major disease is at the root of the 
problem. This, in actual practice, is the exception 
rather than the rule. Most of the acute and chronic 
infectious diseases certainly do show anorexia as a 
symptom. In these cases, however, there is a quite 
characteristic picture of infectious disease as well as Forcing @ child te eat con be harm- 
the aberration in appetite. Other organic diseases, aataeenieee eee 
such as malignant neoplasms and the diffuse col- 
lagen diseases, may show typical anorexic patterns. 
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A child has a normal de- 
sire for variation in food. 


In general, however, it is perfectly safe to say that 
anorexia in children is a problem that most fre- 
quently belongs in the field of psychology. In devel- 
oping their mental habits and their channels of 
emotion, children often find little understanding 
from adults regarding lack of appetite. 


Factors in Anorexia 


Influence of Growth Rate. In considering the food 
requirements of a child, it is most important to re- 
member that the pattern of growth and develop- 
ment is such that a nearly constant curve of growth 
deceleration is apparent from birth to adolescence. 
This being the case, the amount of food consumed 
per pound of body weight lowers quite steadily from 
the first through the twelfth year. This may be most 
noticeable at the beginning of the third year or 
shortly before, when the child changes the type of 
food intake to some degree. Parents frequently be- 
come greatly alarmed when children in this partic- 
ular group show a diminution in appetite. This 
diminution, when viewed in the light of the growth 
and developmental pattern, is more apparent than 
real. 

At about the third birthday when a child changes 
types of food and when there is anapparent decrease 
in his total intake, many parents tend to force chil- 
dren to eat. Of course, this does not work and is 
actually harmful to the child. Also, it does the par- 
ents no good at all. More than one anorexic child 
has ended up with an anorexic mother simply from 
sheer worry over the situation. 

Children grow by fits and starts. We have all 


commented frequently upon the fact that a child 
will remain relatively stationary in weight and 
height for a period of several months and in the 
ensuing months grow an inch and gain ten pounds. 
With this irregular growth pattern, there is an ir- 
regular pattern in the amount of food eaten. Dur- 
ing periods of rapid growth, the child is likely to eat 
more than during the times when physical growth 
is slow. This may seem to the mother to be a period 
of anorexia. Children in this phase are frequently 
badgered about eating until open rebellion is their 
only possible course of defense. 

Lack of Variety in Diet. It is amazing that the 
average mother does not understand that her child 
has a normal desire for variation in the type of food 
he consumes. The mother will readily admit that at 
times she would prefer sandwiches and iced tea to a 
full meal, and she will admit that there are some 
days when she wants to eat dessert first and some 
meals when meat and potatoes simply do not taste 
good. However, she will refuse to agree that her 
child might have these same variations in preference 
for foods. 

No one likes a rigid diet, least of all a child. Par- 
ents should try to understand that children may 
vary from meal to meal in exactly what and how they 
want to eat. Extreme opposition to these normal 
variations is not understood by the child and does 
nothing but create a tense situation. 

Natural Variations in Appetite. There is also a 
normal fluctuation in the desire for food. Again, 
most mothers will admit that there are mealtimes 
when they are not at all hungry—other times when 
they are ravenous. Why a child should be denied 
the right to be the same way is totally beyond com- 
prehension. Children have their own emotional 
problems. They may seem to be small problems by 
adult standards but, by the standards of the child, 
they are major. One should expect the desire for 
food to change with these changing emotional 
states. 

A frank and fair explanation of these facts to the 
mothers will frequently be met with some resistance 
but, in the long run, will be believed. There certain- 
ly is no hope of adequate therapy of these problems 
as long as the parents refuse to admit the individ- 
uality of the child and take the attitude that the 
child must eat. 

Eating Between Meals. Another problem that we 
see quite frequently is the between-meal eater. The 
child will come to the table and will refuse his food 
only to demand to be fed a few hours later. This, of 
course, is purely a matter of habit, and re-education 
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is quite simple if the mother has determination. All 
the children I have seen will try, at least, to force 
the mother to feed them on their own feeding pat- 
tern. The only way this can be avoided is for the 
mother to refuse to allow the child to eat between 
meals. Surprisingly enough, mothers who will do 
this without much urging and much coaching are 
quite rare. The physician should take steps to make 
sure that each mother understands the problem 
thoroughly and that she understands the role she 
must play. It is imperative that she understand that 
force and anger are not to be used, that she must 
just be firm in insisting that the child eat only at 
mealtime. 

Emotional Tensions. In some American homes, the 
meal is simply a place where people in a family sit 
down together, glower at one another, gulp their 
food, and promptly get away as quickly as possible. 
A child is an impressionistic creature and, in such 
an environment, probably will do nothing but con- 
tribute to the general furor by refusing to eat. I cer- 
tainly do not feel that this is the fault of the child. 
The family can do much to help in such a situation 
by trying to make mealtime a pleasant time, a time 
for friendly family discussions, and a time for a bit 
of leisure together. 

Such things are much more important than they 
would seem to be given credit for. It is a part of the 


Eating between meals is purely 
a matter of habit and can be 
corrected through re-education. 
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Nervous tension and excitement 
may preclude the taking of a meal. 


duty of the well-rounded practitioner to discuss 
these matters with his patients, and to attempt to 
give the adults of the family an insight into the 
child’s feelings and behavior. If this is done, the 
feeding problems seen so often in anorexic children 
will be much less frequent, and the handling of 
problems that are seen will be made much easier. 


Suggestions for Treatment 


Parents should be taught to make due allowance 
for the changing appetites of children. As mentioned 
above, particular importance should be attached to 
the changing feeding habits which are common 
about the beginning of the third year. Parents, too, 
should make allowance for the gradually decreasing 
food needs of children in terms of caloric intake per 
pound of body weight. When these things are un- 
derstood, it becomes much easier to relegate the 
problem of food intake to the position of proper 
importance. 

One should never overlook the influence of ner- 
vous excitement on the intake of food. A typical 
example is the businessman who is about to accom- 
plish the “big deal.” Frequently, he is so tense and 
excited he just does not feel like eating. We should 
realize and we should ask that the parents of our pa- 
tients realize that children have what to them are 
“big deals” too. At such times, nervous tension and 
excitement may preclude the taking of a meal. This 
situation is in no way different than in adults and. 
while it certainly is not a good situation, it does 
occur and should be met as a normal part of life. 

Children should not suffer comparisons. The 
statement, “Johnnie Jones eats this. Why don’t 
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you?”, is totally illogical. One might as well say to 
the mother, “Mrs. Jones flies an airplane. Why 
don’t you?” Adults are different. Children are dif- 
ferent, and comparisons are odious to children as 
well as to grown-ups. 

Above all, do not force a child to eat. An attempt 
at relief of the psychologic tensions, an attempt at 
making the mealtime a bit more cheerful, and a 
serious attempt to understand the problems of 
childhood will result in cure of more than 95 per 
cent of the cases of anorexia seen in children. Force 
applied to the problem of eating will do nothing but 
make the problem worse. It is quite true that certain 
vitamin preparations have a mild stimulatory effect 
on the appetite, but it is not true that this fact indi- 
cates a pre-existing deficiency of these vitamins. In 
most instances it is not necessary to give a child a 
tonic to make him eat. Other than the psychic effect 
obtained by such medication, this is probably bad 
medical practice. 

Let me repeat, the therapy of anorexia in children 
is the therapy of understanding the child. A firm, 
friendly, and compassionate mother and father will 
do more good than all the medicine at our command. 

Alle>zic Factors. A very brief discussion of allergy 
is possibly appropriate here. Many practitioners at- 
tribute some of the aberrations of appetite of normal 
children to vague and ill-defined allergies. We cer- 


tainly do not know the entire range of allergic 
phenomena, but it is my belief that we can say with 
certainty that food allergies in children are much 
more rare than many diagnoses would indicate. The 
question of allergy is frequently brought up in ex- 
ploring a child’s dislike for certain foods. To begin 
with, we should mark as a fallacy the statement that 
the child does not like the foods to which he is al- 
lergic, because quite frequently he does like them. 
Secondly, before blaming an evanescent allergy for 
dislike of a certain food or group of foods, we should 
admit that inexplicable individual dislikes are a part 
of being a human being. If we propose to admit that 
a child is a human being, then we have to admit that 
he may have certain dislikes, even in the absence 
of allergy. 

“Milk Anemia.” Another frequent cause of ano- 
rexia, particularly in rural areas, is the “milk 
anemia” seen in children 18 months to 3 years of 
age. The popular superstition still prevails in many 
rural areas that children are best raised on milk 
alone. This is of course not true, for milk is notori- 
ously deficient in several dietary components. 
Among these deficiencies, iron is outstanding. A 
child who is raised on milk alone will very fre- 
quently develop a severe nutritional anemia, in the 
symptomatology of which anorexia may be an out- 
standing factor. 


Topay miseducation of the public in scientific matters has become 
a multimillion dollar industry. As a consequence, all the means of 
mass communication are being turned upon the public to flood it 
with “scientific facts” about chlorophyll, about cigarettes, about 
new drugs, about food, about one’s body—indeed, “scientific facts” 
about almost everything vital to one’s very existence. 

Unfortunately many of these scientific facts are insidiously con- 
cocted by slick advertising copywriters. More are ground out by 
authors of uncritical, sensationalized magazine articles. Still others 
are eagerly conveyed by warm, friendly voices on radio and tele- 
vision. Some are invented by novelists and playwrights purely as 
literary devices. And finally there are the scientific facts poured out 
by faddists, cultists, pseudoscientists, and skillfully camouflaged 
quacks—who sometimes become authors of best sellers.—IrENnE T. 
Jones, Science, 117:640, 1953. 
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BY BEN CALLOWAY JONES, JR., M.D. 


Alexandria, Virginia 


A group of physicians who felt a need to improve their psychotherapeutic technique formed a “seminar” that 
meets regularly for discussion of the problems they encounter in their various types of practice. They offer 
their experience as one method for guidance of their fellow physicians. The members of the “seminar” have 
gained a working knowledge of psychiatry and an assurance in dealing with psychosomatic problems. Also 
they have found that the “seminar” is a form of group psychotherapy for themselves. 


Onze afternoon two years ago a colleague and I fell 
into a discussion of some psychosomatic problems. 
These cases were patently psychiatric yet not re- 
ferable to psychiatrists for several reasons. My 
friend told of how uncomfortable he felt with cer- 
tain patients having emotional problems, and I had 
to agree that similar cases have made me feel in- 
secure too. He said, “I have read ‘Weiss and Eng- 
lish’ and ‘Dunbar’ and other writers as well, and 
I believe what they say but I can’t understand how 
they work with people. They give data but they 
don’t tell how they get it. They don’t tell what their 
patients say to them and what they say back to their 
patients. I wind up feeling lost.” 

The physician quoted above finished medical 
school in 1934. When we examined our local medi- 
cal community, we found it to be almost entirely of 
pre-psychosomatic vintage—properly reared with 
an introduction to descriptive psychiatry, a nod to 
psychobiology, and only the most delicate curtsy 
to psychoanalysis and Freud. In talking together, 
we were voicing our need to hear, to understand, 
and to help our troubled patients. To put it another 


way, we felt the need to learn to practice “minor 
psychiatry” as suggested by Weiss and English. 
We knew that this dilemma was not unique with us. 
However, we feel that what we have done about it is 
unique. 


Organization of a Seminar 


The eventual outcome of the above conversation, 
and talks with other physicians expressing similar 
interest, was the organization of a group of prac- 
ticing physicians in Alexandria, Virginia, into a 
psychosomatic seminar. In June, 1951, after pre- 
liminary discussions, a group of eleven doctors met 
to make plans. We agreed that we would (1) meet 
on the second and fourth Tuesday of every month 
from 8:30 to 10:30 p.m., (2) start in September, 
1951; (3) charge a $50 tuition fee to make the agree- 
ment binding and give it “worth”; (4) have a 
chairman (I serve in this capacity) ; (5) secure two 
psychiatrists to work with us as leaders and critics; 
(6) limit the group to twelve members (for cohesion 
and variety) ; and (7) follow a definite plan of pro- 
cedure. 
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The plan we adopted gave the first six to eight 
weeks for discussion of our individual problems with 
people. Following that, we would try to study spe- 
cific syndromes (migraine, dysmenorrhea, etc.), and 
then we would enter a study of the techniques of 
psychotherapy. 

We eventually gave up our attempt to understand 
the “syndromes” but have continued successfully 
in the other areas. The seminar started on schedule, 
continued through June, 1952, discontinued for the 
summer, and by unanimous agreement again started 
in October, 1952. 

The group consisted of the following: the leaders 
and critics—two psychoanalytic psychiatrists; and 
the members—one psychiatrist in training, three 
pediatricians, one gynecologist, three general prac- 
titioners, and four internists. Of this group of four- 
teen (twelve members), the youngest was 32 years 
old and the oldest, 45. Three of the medical mem- 
bers have been or are presently being psycho- 
analyzed. One other had wartime Army psychiatric 
training. Two of the group are women—a psycho- 
analyst and a pediatrician. The rest had no psychia- 
tric experience since postgraduate training. 

Two members of the group discontinued during 
the first eight meetings. A pediatrician stopped 
coming without comment. The youngest internist 
stopped because, although the sessions were in- 
teresting in a “‘bull session” sort of way, he felt he 
could use his time to better advantage elsewhere 
since he hadn’t been stimulated to doing any read- 
ing on psychiatric subjects. An evaluation for those 
remaining in the seminar is presented below. One 
new member, a pediatrician, joined us in October, 
1952. 


Activities of the Seminar 


From late September, 1951, through January, 
1952, our meetings were intentionally informal. 
Unprepared presentations of cases were made, and 
much time was spent in frankly discussing our per- 
sonal problems in dealing with people. In this 
respect the meetings amounted to, in effect, group 
psychotherapy. This served a good purpose. Al- 
though we all knew one another, except our 
psychiatric leaders, very well, the period of frank 
discussions served to make us more at ease and 
better acquainted with one another. Most of us were 
able, therefore, to put aside our pretenses. Each 
member entered into discussion and presented 
cases. On many evenings there was competition for 
the floor, and at other times the whole two hours 
were spent in the discussion of one case. Follow-ups 


were frequent, with results that were gratifying. 

The chairman acts as organizer and referee. His 
function at meetings is to see that discussion doesn’t 
go afield or break up into little two-by-three con- 
versation groups. Our leaders are free to remain 
silent until they have objective thoughts to offer. 
Their interpretations of what we have presented 
and their suggestions have been the real meat of our 
seminars. From the first meeting, the whole group 
has felt free to criticize, castigate, or praise other 
members at any point. 

In the beginning no attempt was made to use 
psychiatric terminology (though it did creep in), 
and no attempt was made to present an outline of 
psychiatric theory. In the course of time, language 
requirements made it necessary to use psychiatric 
terms. Since we required of one another that we be 
understandable, much of the vocabulary got itself 
understood. Hostility, transference, dependency, 
hysterical personality, libido, Oedipus complex, 
unconscious needs and many, many other terms 
took on new and real meaning for many members 
of the group. This was important because at the 
first meetings four of us expressed strong feelings of 
inadequacy because of ignorance of psychiatric 
theory. These members are now as fluent as any of 
the nonpsychiatrists and are as adequate as any 
of us in their practice of “minor psychiatry.” 

In January, 1952, it was proposed that more for- 
mal presentations and studies of syndromes be 
tried, since that was the original plan. The proposal 
was voted down. An internist member opined that 
we should cherish our spontaneity and should not 
risk losing it in more formal meetings. 

In March, 1952, we bought a tape recorder, and 
we have recorded seminar meetings and interviews 
with private patients. Below is the distillation of 
one hour of one seminar meeting in April, 1952. 
Editing has been necessary because of space. How- 
ever, an attempt has been made to preserve the 
sense and tone of the session. What follows is the 
approach of one general practitioner to the problem 
of hysterical symptoms in a young girl. In no 
way must it be construed that this is the technique 
which should be used. There are many techniques 
just as valid. This case simply illustrates the natural 
interpersonal interaction of this doctor with his 
patient. 

The discussants have been designated by ini- 
tials (Dr. M, Dr. B) in most cases. However, the 
doctor presenting the case has been named Dr. 
Tom, and the psychiatrist leaders have been calied 
Dr. Mary and Dr. Dick. 
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An Illustrative Seminar 


Dr. B: What about your problem? 

Dr. Tom: I need guidance in a case. It concerns a 
14-year-old female who is menstruating but having 
no particular difficulties there. She is well into 
puberty—a young lady who is proud of herself and 
her abilities. Home situation—her father has only 
a moderately good position and is a spree drinker. 
From time to time he is in danger of losing his job 
because of his sprees. She knows of this. Her mother 
also holds a fairly good job and is a very proud 
woman in the sense of keeping herself well dressed 
and groomed. 

Recently we had to have the mother’s gallbladder 
out. It was an acute gallbladder and a hard one to 
diagnose. She came through the operation all 
right, and during that period the girl took care of 
things at home very well. After the operation, the 
mother enjoyed her recovery period. I think that’s 
a safe statement. Now, three or four days ago she 
brings the girl in to see me. The girl is complaining 
that she has epigastric pain, that she cannot eat, 
that if she sits down and takes a bite of food she is 
filled “‘up to here,” and that she cannot sleep at 
night and that we’ve got to do something about it. 

Now this little girl comes into my office and the 
mother stays outside. This isn’t something imposed 
by the mother. The mother did bring her in but 
that’s all. That was the first visit. Frankly, I was too 
rushed to handle her well. I gave her a prescription 
and sent her home and said, “I want to see you in 
three days” (when I would have more time). 

She came back in three days and said, “I haven’t 
been able to sleep any of these past nights.” (She 
was quite bright-eyed. If I hadn’t been able to sleep 
for three nights, I'd have been worn out.) She went 
on to say, “They call me to come and sit down and 
eat, and I take one bite and I just can’t eat any 
more. I’m just not going to try to eat any more. 
They have teased me and asked if I’m in love and I 
say, ‘No, it’s nothing like that’.” 

So, I ordered an upper GI series on her. I know 
that W doesn’t like that. The reason I did that, W, 
with the full recognition that it would be negative, 
was that I’ve got to handle the family in this situa- 
tion. I’ve got to show them that either there is or 
there is not an organic lesion. 

Now, my need for guidance is this: I feel I am 
not far enough into this situation to have done 
damage. On the other hand, I'd like to go after this 
thing the right way. Here is my question. Is this 
something I should try to handle? If so, can you give 
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me some suggestion as to pathways and methods? 

Dr. Dick: What complaints brought her to you in 
the first place? 

Dr. Tom: Epigastric pain, inability to sleep or 
eat. 

Dr. Dick: When did it begin? 

Dr. Tom: Apparently it began within twenty-four 
to thirty-six hours after her mother came home 
from the hospital. Mother has now been home 
fifteen days. 

Dr. Dick: Are there other children in the family? 

Dr. Tom: No. 

Dr. B: Tom, you don’t sound like you felt this 
was very much of a problem. 

Dr. Tom: 1 don’t? 

Dr. B: That’s just the feeling I get from the way 
you stated it. 

Dr. Tom: Well, my anxiety is, “Is it all right for 
me to try to handle this case?” 

Dr. B: Why shouldn’t you handle it? 

Dr. Tom: I have to have a little spurt of con- 
fidence; you know that I do. You’ve been with me 
three years now. 

Dr. B: Sure, but— 

Dr. Tom: | accept it; I'm comfortable now that 
you’ve said it. 

Dr. T: What kind of problem do you think it is 
if you wonder about handling it? 

Dr. Tom: Well, it’s this. Am I equipped at this 
point to go on and try to work with this girl? 

Dr. S: Well, I don’t see how you can answer that 
until she is worked up medically first. Maybe she 
has an ulcer. Have you a report on the x-rays? 

Dr. Tom: No, I don’t have the report. 

Dr. S: Maybe the girl has an ulcer, and it’s a 
simple medical problem. 

Dr. Mary: What conviction do you have of that? 

Dr. S: 1 don’t have any. The problem is not de- 
fined, at least to my ears. 

Dr. B: I thought he stated it very clearly. 

Dr. S: I don’t understand that it is a problem. 

Dr. Mary: Let’s hear Tom’s idea of the dynamics. 

Dr. S: 1 don’t understand why he’d be frustrated 
when the case is not worked up. 

Dr. J: He can sense what’s coming. 

Dr. Tom: Ask me questions. 

Dr. Dick: What’s going on between mother and 
daughter ? 

Dr. Tom: My thinking with regard to that is this: 
Is this girl possibly a little jealous of this mother? 
The mother is a good looking woman, well groomed. 
She indulges in nice costume jewelry. This girl 
has had braces on her teeth. They are off now. 


She’s just coming out of the gangly stage, has the 
proper bumps at the proper places at this point. I 
think she is capable of comparison, of comparing 
herself with Mother. That is one point I had. 

Dr. Dick: You made a remark that struck me— 
something about the mother came out of this very 
nicely. 

Dr. Tom: I said she enjoyed her convalescence. 

Dr. Dick: Yes, I didn’t remember the exact words. 

Dr. S: Was the daughter home with her father 
all this time? 

Dr. Tom: She took over the house, that’s right. 

Dr. M: She did well? 

Dr. Tom: Yes, she did it well. 

Dr. M: Papa didn’t even go on a spree, did he? 

Dr. Tom: 1 wouldn’t know. 

Dr. Dick: That’s a very good point. 

Dr. Tom: What’s the significance? I don’t get it. 

Dr. Mary: What’s the father’s relationship to the 
girl? 

Dr. Tom: If Papa didn’t go on a spree, then what? 

Dr. M: Gee, what a good job she did; but if he 
did go on a spree, maybe that disturbed her. 

Dr. Dick: Something’s going on between Father 
and Mother, and apparently the child is left out, 
and maybe there is a possibility she has got to use 
this illness to gain the attention she needs, having 
been gangly, having had to put braces on her teeth, 
etc. In other words, the illness could have a very 
definite purpose. It’ll be interesting to know more 
about the family situation, especially since she is an 
only child. 

Dr, T: Is she happy? 

Dr. Tom: Well, I doubt that she is really happy. 
She’s enjoying coming down and having our little 
tete-a-tetes while Mother stays out. 

Dr. Dick: La belle indifference. Until you see the 
beautiful indifference of the hysteric, you haven’t 
got a case of hysteria. They are not concerned but 
they complain. She doesn’t look as though she 
hasn’t been sleeping. She looks as though she has 
been sleeping. Yet she has these complaints, so the 
symptom possibly has a real purpose. 

Dr. Mary: 1 don’t know how we can assume that 
the GI Series is normal, but I think— 

Dr. W: I'd like to ask one question—with regard 
to Tom’s apology to me for getting an x-ray. On 
that point I'll make no issue. It seems to me this is a 
case of recognizing a potential psychiatric difficulty. 
I have no argument with the test, but I am interested 
that you put this as an apology and then felt reas- 
sured when B said that you could handle it. I 
wondered what this might have to do with anxiety 


getting stirred up by these discussions? You men- 
tioned specifically you felt reassured when B said 
you could handle it. But first, you apologized in 
an excited way for going after it. 

Dr. B: 1 wonder about how the family will regard 
what will be a normal GI series? How will this work 
for or against the child? 

Dr. Tom: Well this is what I thought to do. Hav- 
ing a normal GI series (I’m gambling that it will be), 
I may be able to sit down with the family and talk 
plainly. I should be able to do it without the GI 
series, but I can do it more comfortably with it. I 
think that I have known this family well enough 
through the years that I can call Papa and Mamma 
in, and say, “Here are the facts. This is what is 
happening to your girl. Now we’ve got to find out 
why this is happening. What are you two doing 
that is bringing this about?” 

Dr. B: May I ask a question? If one should use, 
in this case, a negative GI series as a sort of a con- 
frontation, what would happen to the child? 

Dr. Tom: I talked about the parents, not the child. 

Dr. M: Tom said that he would talk to the mother 
and father, and that makes the daughter immediate- 
ly an object of the two of them. All of us have some 
sense of guilt in the way we handle our children, 
and I wonder if you won’t stir up trouble doing 
that. 

Dr. Dick: You can do it supportively, rather than 
as confrontation as he says. In other words, ‘Now 
look, we have this evidence to indicate that maybe 
this is true” —‘We might investigate this” 
do you think of that?’—and never say, “Look 
what you’re doing to this child.” It can be done in 
a scientific and logical way so that there won’t be 
any recrimination if the doctor doesn’t feel any 
recriminations himself. The point is, “I’m only 
doing this because we'd like to know the facts, 
and we have to be accurate”. 

Dr. Tom: I am a little mad at the man for getting 
drunk. From time to time I have been, I know. 

Dr. Mary: Is he an intermittent drinker? 

Dr. Tom: He is a periodic drinker. He’s always 
getting into trouble that I have to get him out of. 
Yes, I’m sure there’s some feeling of recrimination. 

Dr. Mary: The thing I find myself concerned 
about is, here is a youngster who is just beginning 
to be a woman and who can see herself an adult 
woman. It would seem from the sequence of the 
symptoms that she is reacting to the sudden reap- 
pearance of the mother into the household from 
which she has been absent. It seems safe to assume 
—at least as a working hypothesis—that this girl is 
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almost aware of some feelings about Mother that 
she hadn’t had before; feelings that could only come 
in the period when Mother disappeared for awhile 
and then came back. I mean, you can’t be aware 
of the atmosphere until you lose it for awhile. 

Well, her symptoms take the form of her reject- 
ing something that is pretty necessary for her living 
—food. Also her losing sleep, if that be factual; 
again, something pretty necessary for her well- 
being. It seems to be that there is an interesting 
parallel between the father, who is an alcoholic (one 
concerned with taking in more than food), and the 
daughter who has suddenly, at the return of the 
mother, started rejecting food. All of that seems to 
me to point to a focus of father and daughter re- 
acting to mother in opposite ways at this point, 
and it seems to me that daughter has certainly 
shown some indication of being suddenly faced 
with anxiety over competitiveness with Mother. 
Because that makes her so very anxious, it can’t 
come into her awareness, and she has to handle it 
on the basis of physical symptomas. 

I think the thing I started to say, in this long- 
winded way, is that in the management of Daugh- 
ter’s competitiveness, it may get further repressed 
rather than less repressed if the parents get taken 
too soon into the treatment situation, i.e., before the 
daughter has a chance to feel that you are hers for 
the time being. I think if the GI series turns out to 
be negative, which I gather you expect, and if that 
news is something that you and the girl share 
together for the time being and talk about relatively, 
rather than to Mother and Father, it can be totally 
an adjunct to treatment. 

Dr. B: Wouldn’t it be perfectly simple to say to 
Mamma or Papa. “Look, for the time being, this is 
a problem between Daughter and myself. I think 
we ought to work it out a little bit.” 

Dr. Tom: I think Pll accept that. If I didn’t feel 
so secure with Papa and Mamma, I wouldn’t be 
able to feel that, and maybe I’ll be wrong. Maybe 
they won’t accept it. I think they will. 

Dr. Mary: 1 think they'll accept it best if it isn’t 
the suggestion that Mother hears, that you are now 
becoming a closed corporation with the youngster, 
because I think the mother is every bit as competi- 
tive as the daughter. 

I think M’s point ought to be elaborated too. I 
wonder if the father went on a spree this time? 

Dr. J: And whether or not he’s been on one since 
she came home? 

Dr. Mary: And if Daughter was a better “wife” 
than Mother? 
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Dr. Tom: I’m lost! Go back over that once more. 
The child was a better ‘“‘wife” than Mother? 

Dr. Mary: If it turns out that the child was a 
better “wife” than the mother has been—in other 
words, the father was more comfortable and didn’t 
have to go on any sprees—then I think the daughter 
recognizes, ‘I’m a better mother than she.” At that 
point she gets scared silly because as soon as she 
gets better @han the mother, then the mother is 
going to withdraw what motherliness she has for 
the daughter because her own competitiveness 
comes into it. 

If it turns out that the daughter was a poorer 
mother and wife than the wife has been, then I 
think the girl is caught again because she feels, 
“It’s hopeless for me to ever become a woman as 
good as this woman here.” 

Dr. M: Mightn’t she also suddenly recognize that 
this alcoholism might have come on after marriage. 
Having always held her mother in great esteem, she 
now suddenly realizes that Mother is not perfect. 

Dr. T: And suddenly realizes that her father is a 
pretty right guy. 

Dr. B: Of course you’ve got some justification for 
taking that upper GI series, since the mother’s gall 
bladder was a bad one. 

Dr. Mary: I felt it would be nice if the GI series 
were something you outlined for the girl without 
bringing the family in first, and only after you have 
raised some question with the youngster like when 
she said, “They asked me if I’m in love”—you 
might ask, ‘Well, what’s your idea of this?” I may 
feel as I do because I’m sure she knows. 

Dr. Tom: ¥ did ask. 

Dr. Mary: What did she say? 

Dr. Tom: We have a lot further to go to get ac- 
quainted, that’s quite true; but she did give me 
that information freely. It wasn’t something that 
was drawn out, and I did ask her. 

Dr. Mary: You did raise a question that I think 
was close enough to the truth of this thing. If the 
youngster can feel that you and she are exploring 
her problem together and on that basis want to have 
x-ray studies because that might help the two of 
you find out, I believe you’ll help her. 

Dr. Tom: I think it can be done if I’m just lucky 
enough to start it off right. 


Outcome of the Case 


The story was left hanging in midair at that point 
because we had to await Dr. Tom’s later experience 
with this family. It is worth noting the various re- 
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actions of members of the seminar to this case; how 
our insight and bias varied. Nevertheless the dis- 
cussion brought forth some useful suggestions for 
Dr. Tom. The outcome of the case was not known 
until after the report given above was completed in 
its present form. Dr. Tom had given us the infor- 
mation that he believed things were going well, but 
it was not until seven months later that we received 
a final follow-up. bd 

Dr. Tom: About the case you asked me to report 
on, the results were about what the discussants 
predicted. I proceeded to approach the girl by 
tactfully excluding Mother from our interview, 
and I used no confrontation. It worked out easier 
than I expected. In beginning I omitted mentioning 
the GI series. I said to her, “‘I feel that some things 
must be bothering you, and I wondered if you would 
like to tell me about them.” She answered, “I 
don’t know what they could be.” I said, ‘How did 
things go while Mother was in the hospital?” She 
answered, ‘Very well.” 

We talked at random, and then I asked, “Did 
Father get drunk?” “No,” she said. “Did you have 
to work too hard?” (She had complained that she 
had had to work too hard at times.) She said, ‘'Yeah, 
I had to work pretty hard,” then added, “I don’t 
mind the work; I find it interesting.” 

Then I asked, ‘How long after Mother came 
home before Dad went on a spree?” She answered, 
“Five days after Mother got home.” ‘When did 
you get sick?” “At that same time,” she answered. 

After letting that sink in for a minute, I asked, 
“Do you see any connection between your getting 
sick and that event?” Following this there was a 
long silence. I asked, ‘How do you feel about 
Father getting drunk?” After a moment she an- 
swered, “Like Mother feels.” I asked, ‘‘Do you love 
your Father?” With that, tears appeared in her 
eyes, and she was visibly very shaken. It was ob- 
vious that she had very real love for her Father. 

I then asked her, “Does it bother you, his getting 
drunk?” “Of course,” she answered. ‘What do 
you mean?”, I asked. “It bothers Mother’’, she 
said. I queried, “Does it bother you?” She said, 
“No.” “Is he funny?” “Yes,” she answered. ‘Do 
you have a good time with him when he’s drink- 
ing?” “Sometimes,” she said, “if he doesn’t get 
too drunk.” 

“Do you resent Mother scolding Father about 
getting drunk?” It is interesting that here she took 
a maternal attitude. She said, “No, he does get 
into car wrecks and all sorts of trouble.” I intro- 
duced the thought then, “Do you think this could 


have anything to do with your symptoms?” Then | 
let her see the x-ray report, which was negative. 

I closed the interview then with advice to her 
that we should see if time wouldn’t take care of her 
complaint. I also told her she was becoming an adult 
and that she might have feelings that were disturb- 
ing to her from time to time. She ceased having 
symptoms within a few days after that visit. 

Later her mother came in with an upper respira- 
tory infection. I then took the opportunity to tell 
her that Daughter was all right. In talking to 
Mother, I wondered if it wouldn’t be wise to give 
Daughter more adult responsibility, such as more 
jobs around the house, and suggested that if she 
didn’t carry them through perfectly at first, they 
allow it to go without criticism. In other words, I 
told her that Daughter was growing up now. I be- 
lieve from what I’ve heard recently that this is being 
carried out, and the family is more comfortable. 


Value of the Seminar 


Below, a statement is presented as the evaluation 
by the members of the seminar. The leaders have 
not offered an evaluation. It is expected that they 
may do this later in a paper of their own. At our 
second meeting this fall, one doctor spontaneously 
said: ‘When I decided to join the group, I had no 
working knowledge of psychiatry. I did hope that 
the discussions would help to give me some insight 
into the problems of my patients in obstetrics and 
gynecology. In a short time I found that the help I 
was receiving was for myself. I began to feel more 
comfortable with patients and with other physicians 
in our community. The desire to understand and 
improve these interpersonal relationships has been 
the spark of continued interest. 

“Our discussions have been frank and have been 
most spirited when they have concerned ourselves 
and our own handling of various situations. Spon- 
taneously ‘being on the carpet’ is an experience 
that has brought to each a better understanding of 
himself and also of the group. I have found that 
many of the things we have discussed at our meet- 
ings, I have had the opportunity to put into prac- 
tice in a relatively short time. 

**T have no desire to be a psychiatrist nor to carry 
out anything except superficial psychotherapy. I 
think the group discussions have aided me in recog- 
nizing psychosomatic symptoms, in understanding 
some of the processes involved, and in giving me a 
sense of assurance in handling some of these 
problems.” 
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BY GEORGE CRILE, JR., M.D. 
Cleveland Clinic, Cleveland, Ohio 


Subacute thyroiditis varies from an acute disease accompanied by pain, tenderness, fever, and prostration, 


to a chronic process that may simulate adenoma or carcinoma of the thyroid, globus hystericus, or fever of 


unknown origin. Response to x-ray therapy or cortisone or ACTH is usually dramatic. Struma 

lymphomatosa simulates nontoxic nodular goiter and should be thought of especially if the B.M.R. is below zero. 
A variant, lymphoid thyroiditis, simulates colloid goiter, usually in young women. These disorders 

respond well to desiccated thyroid. Riedel’s struma is very rare, simulates inoperable cancer, and often 


requires surgical decompression of the trachea. 


THE apparent increase in the incidence of thyroid- 
itis is probably due to better recognition. It is im- 
portant that thyroiditis be recognized, because the 
vast majority of patients with thyroiditis can be 
treated effectively by medical or radiologic treat- 
ment and operation can be avoided. Only by con- 
stantly bearing in mind the possibility of thyroiditis 
in connection with any enlargement of the thyroid 
and confirming this diagnosis by biopsy with a Sil- 
verman needle can we hope for a wider recognition 
of this disease. 

Biopsy of the Thyroid. The Silverman needle, so 
commonly used for liver biopsy, is equally appli- 
cable to biopsies of the thyroid which can be per- 
formed in the office without danger and without 
leaving a scar. Under local anesthesia, a tiny nick 
is made in the skin and the needle is inserted into 
the thyroid. If the lesion is a thyroiditis, a firm core 
of tissue 1 to 2 centimeters long and nearly as large 
as the lead of a lead pencil can be removed without 


difficulty. If it is a nodular goiter or a colloid 
goiter, it is difficult to obtain any specimen, be- 
cause the major portion of the tissue is composed 
of lakes of colloid and all that is obtained is a little 
fluid. Tumors which are suspected of being malig- 
nant and which are considered to be operable 
should not be biopsied for fear of implanting car- 
cinoma. Such tumors should be excised surgically. 

Major Types of Thyroiditis. There are three sepa- 
rate and distinct types of thyroiditis: subacute or 
giant cell thyroiditis, struma lymphomatosa (Hashi- 
moto’s struma), and Riedel’s struma. 

Riedel’s struma is strictly a surgical problem and 
is so rare as to be of little clinical consequence. Un- 
fortunately, many of the chronic varieties of sub- 
acute thyroiditis are called Riedel’s struma by 
pathologists, and surgeons have often removed them 
believing that they were true Riedel’s strumas. The 
disease described by Riedel is not removable be- 
cause it affects not only the thyroid but also the en- 
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tire cervical region, carotid sheath, trachea, and 
muscles in such a way that the front of the neck is 
involved in a diffuse fibrosis which renders it abso- 
lutely impossible to do a thyroidectomy in the con- 
ventional sense of the word. These patients are in- 
variably thought to have an inoperable cancer of 
the thyroid prior to biopsy, and the only reason 
for operation is to decompress the trachea. 


Subacute Thyroiditis 


Clinical Features. Subacute thyroiditis may mani- 
fest itself in a number of different ways. In its most 
fulminating form, the onset is quite sudden and is 
associated with severe pain in the thyroid, a high 
temperature, and a marked systemic reaction. Fre- 
quently the patients are prostrated by their illness, 
and narcotics may be required to control the pain. 
More often the disease is milder, is associated with 
a low-grade temperature and pain in the region of 
the thyroid which radiates up to the ears and may 
be interpreted by the patient as a sore throat. 

In the chronic form of the disease, there may be 
little or no pain and tenderness, but the hard en- 
largement of the thyroid causes an unpleasant sen- 
sation of pressure or choking, and the hardness of 
the gland may simulate adenoma or carcinoma of 
the thyroid. 

Subacute thyroiditis usually involves both lobes 
of the thyroid but may originate on one side and 
slowly cross the isthmus and involve the other at a 
later date. The symmetrical involvement of the en- 
tire lobe characterizes the process even when only 
one lobe is involved and differentiates it from ade- 
noma and carcinoma which usually are localized to 
only a portion of the lobe. A high sedimentation 
rate and a low uptake of radioactive iodine charac- 
terize subacute thyroiditis. In questionable cases, 
the diagnosis can be confirmed by Silverman needle 
biopsy of the thyroid. 

Conventional Treatment. For many years, we have 
employed x-ray therapy as standard treatment for 
subacute thyroiditis, giving 600 to 1,000 r. This 
amount of radiation produces no permanent im- 
pairment of thyroid function and results in prompt 
relief of pain and tenderness, subsidence of the 
systemic reaction and, within a week or two, strik- 
ing diminution in size and hardness of the thyroid. 
Even in the chronic cases, the process resolves 
promptly in response to x-ray therapy. 

There is no indication for surgical removal of a 
thyroid involved with this type of inflammatory 
process, because the disease is self-limited and re- 


sponds well to conservative therapy. It is said that 
thiouracil and methyl thiouracil also are effective. 

ACTH and Cortisone Treatment. Although x-ray 
therapy is a satisfactory means of treating subacute 
thyroiditis, there are some cases in which the symp- 
toms are so severe that even quicker relief of symp- 
toms is desirable, and there are others in which for 
diagnostic reasons (because of the suspected possi- 
bility of the presence of cancer), it is desirable to 
obtain a definitive clinical response as early as pos- 
sible. In such cases, ACTH or cortisone produces 
a prompt remission of symptoms and resolution of 
the hard mass in the thyroid. The first patients so 
treated that I had seen were in the clinic of Doctor 
Wijnbladh of Stockholm where ACTH was being 
used, 

Recently we have had occasion to employ ACTH 
and cortisone in several patients with subacute 
thyroiditis, with excellent immediate results. Al- 
though recurrences are to be anticipated following 
short courses of therapy, these may be prevented 
by the simultaneous administration of x-ray ther- 
apy. Symptoms are relieved within four hours of 
the first dose of steroids, and striking changes in 
the size and consistency of the thyroid occur within 
forty-eight hours; 25 mg. of cortisone four times 
daily usually suffices to control the symptoms. 


Struma Lymphomatosa 


Clinical Features. Struma lymphomatosa or its 
variants loosely grouped under the term “lymphoid 
thyroiditis” occur predominantly in women. True 
struma lymphomatosa usually occurs in women 
beyond the age of 40, but lymphoid thyroiditis may 
occur in young women in the twenties or even in 
children. Enlargement of the thyroid is frequently 
noted during or following childbirth. 

The leading symptom is usually a painless, sym- 
metrical enlargement of the thyroid which some- 
times gives unpleasant sensations of pressure. Some- 
times the enlargement is rapid and the gland may 
grow to four or five times its normal size within a 
period of a few months. More commonly the onset 
is gradual, associated with no significant symptoms, 
and is characterized by a firm, rubbery consistency 
and a symmetrical involvement of both lobes. In 
true struma lymphomatosa, irregular bosselations 
frequently cause the examiner to make a diagnosis 
of adenomatous goiter. Often there is a mild hypo- 
thyroidism and the basal metabolism is usually be- 
low 0. Occasionally myxedema occurs. 

In all symmetrical, firm, nodular-feeling goiters, 
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when both lobes are involved, struma lymphoma- 
tosa must be suspected and even more so if the 
basal metabolism is less than 0. The diagnosis can 
be confirmed by needle biopsy. 

Treatment. Lymphoid thyroiditis responds spe- 
cifically to the administration of large doses of 
desiccated thyroid. The rationale of this therapy is 
to put the thyroid completely at rest. For this rea- 
son, small doses are ineffective and doses of at 
least 2 gr., preferably 3 gr., of desiccated thyroid 
daily are required. Patients usually tolerate thyroid 
well if the dose is increased gradually from 1 gr. 
upward over a three weeks’ period. 

The enlargement of the thyroid usually disap- 
pears completely after one or two months of thyroid 
therapy, but may recur if therapy is discontinued. 
X-ray therapy, in doses of 1,500 to 2,000 r., may 
also be of value in lymphoid thyroiditis, but since 
the disease responds so specifically to desiccated 
thyroid, neither x-ray nor surgical treatment is 
necessary. 

True struma lymphomatosa may be more resist- 


ant to treatment with desiccated thyroid and may 
also be resistant to x-ray therapy. Nevertheless, 90 
per cent of the cases of struma lymphomatosa which 
we have observed have responded satisfactorily to 
treatment with large doses of desiccated thyroid, 
x-ray therapy in doses of 1,500 to 2,000 r., or a 
combination of both types of therapy. Usually the 
enlargement disappears almost completely, but the 
consistency of the thyroid remains firm due to the 
fibrosis which is present in the gland. In this re- 
spect, the results of treatment differ from those fol- 
lowing the treatment of lymphoid thyroiditis, in 
which the consistency of the thyroid tends to return 
to normal. 

Cortisone and Deswcated Thyroid Treatment. There 
are occasional cases of struma lymphomatosa which 
do not respond dramatically either to x-ray therapy 
or to administration of large doses of desiccated 
thyroid. In one such case a dramatic decrease in the 
size and softening of the consistency of the thyroid 
followed the administration of cortisone and large 
doses of desiccated thyroid. 


Here's a Helpful Hint . . . 


On Posturing 


an Unconscious 
Patient 


In HIS monograph on Acute Renal Failure (Charles 
C Thomas), Dr. John T. MacLean urges careful 
attention to the posture of an unconscious patient. 
He recommends a position that was suggested to 
him by Dr. William Cone of the Montreal Neuro- 
logical Institute, and describes it as follows: 

“As in the illustration the patient is in the prone 
position in bed, with two pillows placed transversely 
beneath the abdomen. The head is turned to one 
side and a kidney basin placed on a towel to collect 
the mucus and secretions which drain from the 
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mouth. The position of the head may be changed 
from one side to the other from time to time. This 
posture prevents the secretions from accumulating 
in the bronchial tree and bases of the lungs. Intra- 
venous fluids can be administered just as readily in 
this position as in the supine position. 

“One patient who took a large overdose of bro- 
mide, was kept in this position for the five days that 
he remained unconscious. At the end of this period 
his lungs were perfectly clear to physical examina- 
tion. He went on to a normal recovery.” 


4 
ig : 


EDUCATION 


Practical Therapeutics 


MANAGEMENT OF THE CONVULSIVE DISORDERS 


BY JOHN B. PFEIFFER, JR., M.D. 


Assistant Professor of Medicine, Duke University School of Medicine, Durham, N. C. 


By THE phrase “convulsive disorders” is meant the 
epilepsies. Epilepsy, itself, is merely a convenient 
word expressing the idea of tendency to recurring 
seizures. These seizures are manifestations of ab- 
normal discharge by neurons in the central nervous 
system. The word “epilepsy” therefore denotes a 
symptom which may result from a wide variety of 
causes both within and without the central nervous 
system, but which in the end must effect an abnor- 
mal discharge in the central nervous system. The 
seizures vary in their nature according to the area 
of the central nervous system which is discharging 
at that time. 

In this discussion, only those seizure states re- 
sulting from primary dysfunction of the central 
nervous system will be considered, excluding such 
entities as hypoglycemia and hypertensive encepha- 
lopathy which may secondarily produce convulsions. 

In addition, a complete discussion of the man- 
agement of all aspects of the convulsive disorders 
will not be attempted, and only the common and 
relatively straightforward problems will be consid- 
ered. The rare and exotic, such as diencephalic 
seizures, transitions between abdominal migraine 
and abdominal epilepsy, decisions as to operative 
intervention in focal type of seizures, are all prob- 
lems for a neurologic and neurosurgical diagnostic 
center. Even under these circumstances, the expert 
far too frequently does not arrive at any ideal diag- 
nostic or therapeutic conclusion. 

An attempt will be made to discuss the usual 
situations facing the physician in general practice 
when confronted by a “seizure problem’—prob- 
lems of diagnosis, which patients to refer for further 
study, and the handling of patients where the 
mechanism seems clear. 
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Pathophysiology 


Every epileptic (or convulsive) seizure is asso- 
ciated with some type of abnormal electrical activity 
of the brain. In general, this is very frequently ini- 
tiated at some focal point: this point in the brain 
may not, in a specific instance, be known, but the 
inability to identify it does not controvert its exist- 
ence. It is conceivable that in certain cases the 
whole cerebral cortex discharges simultaneously 
and spontaneously, but the likelihood in these in- 
stances is that some subcortical area is the site of 
initiation of the discharge. 

The type of seizure resulting is dependent upon 
the route the spread of the discharge follows, and 
not upon the etiology. For this reason, seizures orig- 
inating in the same area may differ much in differ- 
ent patients and indeed may vary considerably in 
the same patient from time to time. Consider, for 
example, the case of a tumor in the superior tem- 
poral gyrus on the left (Figure 1). There may be 
onset with a buzzing noise in the ears (Gyrus of 
Heschl). Spread to the foot of the postcentral 
gyrus may occur with a tingling of the right face, 
next to the motor cortex anteriorly with twitching 
of the face, and finally up the motor cortex toward 
the vertex, producing a full Jacksonian seizure. 
Spread to the opposite cortex may occur by several 
possible routes, and a grand mal seizure with un- 
consciousness finally eventuate. This is admittedly 
an unusual case but such have occurred. The spread 
may stop at any point, so that from a descriptive 
point of view, there have occurred the following: 
auditory hallucination, focal sensory seizure, focal 
motor seizure, Jacksonian motor seizure, and grand 
mal seizure. 


. 
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Figure 1. Tumor in superior temporal gyrus on left. 1, buzz- 
ing in right ear; 2, tingling of right face; 3, twitching of 
right face; Jacksonian “march” over 4, arm; 5, trunk; 6, leg. 


What is frequently termed the ‘‘aura”—the first 
warning of the attack be it sensory or motor—very 
frequently by its characteristics denotes the point 
of origin in the brain of the initial electrical dis- 
charge (Figure 2). The subsequent events represent 
spread of the abnormal discharge to other areas. 

In the diagnosis and classification of epilepsy in 
a given patient, therefore, three factors are consid- 
ered: first, the anatomical point of origin in the 
brain; second, the mode of spread of the discharge; 
and third, the factor responsible for the discharge. 
The first two determine the seizure type clinically, 
and the last represents the etiology. A classifica- 
tion such as in Table 1 is thus possible. From the 


Figure 2. Characteristics of focal seizures frequently denote point 
of origin in brain of initial electrical discharge. 


point of view of medical therapy, however, it is the 
seizure type which is important, and the various 
types may be grouped under four headings, the 
importance of which shall be made clear later. 


SEIZURE TYPE 


1. Grand Mal. This is the prototype of epilepsy 
and what is brought to mind when the word “epi- 
lepsy” is mentioned by both layman and physician 
alike. Aura, cry, fall, unconsciousness, tonic phase, 
clonic phase, tongue biting, urinary and/or fecal 
incontinence, are found in this type. All are not 
invariably present, however, and “abortive” grand 
mal is not uncommon. 

2. Psychomotor. This group includes those sei- 
zures having as a prominent feature complex motor 
activity and/or alterations in psychical function. 
This may take the form of complex hallucinations, 
dreamy states, patterned motor behavior, altered 
perception of reality (deja vu experiences, for ex- 
ample), and forced thinking. Some or all of these 
features may be present at the same or different 
times in any one patient, and the level of awareness 
on the patient’s part of the abnormality varies wide- 
ly. In general, this group is thought to have its 
origin in a focal abnormality in one or the other of 
the temporal lobes and hence is a “focal seizure.” 

3. Focal Seizures of Other Types. These may be 
classified in a variety of ways depending upon the 
location in the brain of the focal discharge (Table 1): 

a. Focal motor seizures including: (1) Focal 
twitching which does not spread. If continuous, this 
is called “‘epilepsia partialis continua.” (2) Jack- 
sonian motor seizures with a typical “march” over 
the body following the anatomic localization of 
motor function in the cerebral cortex. (3) Adver- 
sive seizures in which there is movement away from 
the side of the lesion of eyes, head and eyes, or 
head, eyes and body; considered to have their ori- 
gin in areas anterior to the motor strip (pre-central 
gyrus). These may or may not be associated with 
loss of consciousness. (4) Masticatory seizures con- 
sisting of chewing, swallowing, smacking, and sali- 
vation, sometimes with sensation of taste and smell. 
These may arise in the opercular part of the pre- 
central gyrus. 

b. Sensory experiences of simple type, i.e., somato- 
sensory (tingling and formication, also described 
sometimes as a feeling of numbness), visual (flash- 
ing lights), smell (burning), taste (brassy), hearing 
(buzzing or roaring), and equilibrium (vertigo). If 
the hallucination represents a more complete expe- 
rience than stated, it does not arise in the pri- 
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Table 1. Classification of epilepsy. 


type 


pattern of 
seizure 


onatomic localization 
of focus 


(partial list) 


1. Cerebral, nonfocal 


2. Cerebral, focal 


Generalized (grand mal) 

Abortive (grand mal) 

(e.g. some types of 
akinetic seizures) 

Local motor (jacksonian) 

Masticatory 


Conscious adversive 
Unconscious adversive 
Somato-sensory 
Visual 


Auditory 


Olfactory 


Unknown 


Prerolandic gyrus 
Rolandic bank, 
Sylvian fissure 
Posterior frontal 
Anterior frontal 
Postrolandic gyrus 
Occipital 
Temporal bank, 
Sylvian fissure 
Inferior temporal 


Unknown 
Congenital 
Heredo-familial 
Birth injury 
Cerebral trauma 
(e.g. gun shot) 
Chemical injury 
(e.g. lead) 
Infection 
Encephalitis 
Abscess 
Neoplastic 
Primary 
Metastatic 


Autonomic 
Psychomotor 
Psychic 


3. “Subcortical” Petit mal triad 


Autonomic diencephalic 
Visceral 


Diencephalon Vascular disease 
Temporal Diffuse 

Focal 
Degenerative 

(e.g. Alzheimer’s) 
Metabolic 
Posthypoglycemia 
Postanoxia 
Genetic 
Unknown 


Diencephalic or 
mesencephalic 


mary area corresponding to the above (Figure 2). 

c. Autonomic seizures including those with onset 
of variations in blood pressure, pulse, pupillary size, 
pilomotor activity, visceral motility and possible 
visceral sensation. The seizure usually does not 
stop with these phenomena but proceeds further, 
frequently to a grand mal seizure. 

4. Petit Mal. This group includes the typical 
petit mal attack, pyknolepsy (a doubtful entity), 
myoclonus, and the so-called “‘akinetic” seizure. It 
is perhaps not universally acceptable to include all 
these entities, particularly the last two, since some 
akinetic seizures are really abortive grand mal, and 
the concept of pyknolepsy as an entity distinct from 
petit mal is not universally agreed upon. 

Petit mal is a very brief attack of loss of conscious- 
ness almost invariably without loss of tone so that 
there is no fall. Motor activity, when present, is 
bilateral and trivial, usually nodding of the head, 
blinking of the eyes, and picking motions of the 
hands. It is frequently confused with the psycho- 
motor seizure or abortive grand mal, a very impor- 
tant distinction. 

Pyknolepsy is separated from typical petit mal 


by some neurologists as a benign variety occurring 
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only in childhood, ceasing at puberty, and not 
later being displaced by, or associated with, grand 
mal. 

Myoclonus is defined as a brief involuntary jerk- 
ing movement of a group of muscles without loss of 
consciousness. It is thought to be associated with a 
single focal “dart and dome” discharge in the 
electroencephalogram. 

The akinetic seizure consists of a very brief loss 
of tone and consciousness, suddenly and without 
warning, and not followed by postictal phenomena. 


ETIOLOGY 


The factors involved in the etiology of epilepsy 
are complex and may be considered under two 
headings, the basic abnormality of which is usually 
regarded as the etiology, i.e., post-traumatic scar- 
ring and the precipitating factors which determine 
that a seizure will actually appear at any given time. 
Such a distinction is not always possible and, in 
defining the etiology, five factors must be consid- 
ered: heredity, structural abnormality of the brain, 
physiologic disturbances, personality maladjust- 
ments, and environmental stresses. Usually one of 
these five looms larger in the consideration of 
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“cause” than the other and hence is termed the 
“etiology,” and the others are termed “precipitat- 
ing factors.” For example, in a group of cases of 
head trauma of comparable severity, those with 
post-traumatic seizures have a higher incidence of 
a family history of epilepsy than those who do not 
have post-traumatic seizures. 

However, from a practical point of view, it is 
permitted to distinguish between symptomatic and 
nonsymptomatic epilepsy. In the former, the 
“cause” seems clear, i.e., brain tumor or trauma, 
and in the latter (nonsymptomatic epilepsy) it is 
obscure, either unknown in the particular case so 
far as can be ascertained or determined by a strong 
genetic predisposition to synchronous discharge of 
neurons. Symptomatic and nonsymptomatic may 
be classified as follows: 

1. Seizures symptomatic of structural disease of 
the brain: (a) Expanding intracranial lesions—tu- 
mor, subdural hematoma, intracerebral hematoma, 
abscess; (b) cortical scarring—secondary to open 
or closed head trauma, birth injury, vascular acci- 
dents; (c) progressive degenerative disease—Alz- 
heimer’s, Epiloia (tuberous sclerosis), Schilder’s 
disease ; (d) diffuse or focal brain damage secondary 
to infection—encephalitis, meningitis, abscess, post- 
infectious encephalomyelitides; and (e) diffuse or 
focal brain damage secondary to toxic or metabolic 
abnormalities—postanoxic and posthypoglycemic 
encephalopathy. 

2. Seizures symptomatic of systemic disease which 
acutely alters cerebral metabolism so that seizure 
threshold is temporarily lowered—hypoglycemia, 
uremia, hypertensive encephalopathy. 

3. Seizures in which the etiology is not known. 
This is the group termed “Idiopathic Epilepsy” 
and probably includes the following: (a) a cause 
exists but cannot be determined in the particular 
case, and (b) genetic epilepsy where a history of 
seizures of various types is elicited in the forebears 
and collateral branches of the family. 


There is no need to belabor the necessity for be- 
ginning the study of the patient with a complete 
history, physical examination, and neurologic exam- 
ination. Special emphasis must be laid upon the 
history, as the physician rarely has the opportunity 
to observe the patient in one of his seizures and if, 
as is commonly the case, the examination be nega- 
tive, decision as to how far the study must be 
carried depends on the information in the anam- 


FACTORS INFLUENCING 
REFERRAL FOR STUDY 


Figure 3. Factors governing need for more complete study. 


nesis. An accurate description of the mode of onset 
of the seizure may lay bare, without further investi- 
gation, the locus of the cerebral lesion. 

Having more or less ruled out conditions pri- 
marily noncerebral, by the appropriate tests, the 
physician is now faced with the next steps. If at all 
possible lumbar punctures, x-rays of the skull 
(preferably stereos), and _ electroencephalogram 
should be done in every case, but unfortunately 
not all physicians even at the present time are so 
happily situated as to be able to do this. It must be 
realized that whenever a complete study is omitted, 
a calculated risk is being taken and the odds must 
be in the physician’s and patient’s favor. 

There are certain circumstances that increase or 
decrease the urgency for a more complete study 
(Figure 3). These are: 

1. Age of onset. Reference is made to Table 2 
indicating the incidence of various of the common 


Table 2. Relative incidence of common cerebral causes of 
epilepsy based on age of onset. 


age of onset years cause 

Infancy 0-2 Birth injury, degeneration, congenital 

Childhood 2-10 Birth injury, febrile thrombosis, 
trauma, cause unknown 

Adolescence 10-20 Cause unknown, head trauma 

Youth 20-35 Trauma, neoplasm 

Middle Age 25-55 Neoplasm, trauma, arteriosclerosis 

Senescence 55-70 Arteriosclerosis, neoplasm 


From Epilepsy and Cerebral Localization, by W. G. Penfield and 
T. C. Erickson; Charles C Thomas, Springfield, 1941. 
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causes of epilepsy in the different age groups. Cer- 
tainly, the urgency for complete study increases in 
the third decade. 

2. Focal type seizures. Almost all focal seizures 
without exception must be presumed to be related 
to a structural lesion in the brain and deserve in- 
tensive study, if no etiology of relatively benign 
type (e.g., birth trauma) can be easily assigned. 

3. Length of seizure history. Obviously, the long- 
er the history, the less likely a progressive lesion 
will be encountered. Although there are docu- 
mented cases of a fourteen-year history of seizures 
subsequently found to be on the basis of cerebral 
neoplasm, this circumstance is unusual. From a 
practical point of view, a history of three to five 
years with no progression in severity gives fair 
assurance of a benign etiology. 

4. Evidence of structural disease of the central 
nervous system on neurologic examination, espe- 
cially if progressive. 

5. Progression in severity of symptoms. This is 
indicated by increasing frequency of severity of 
seizures, particularly if adequate control has been 
maintained on anticonvulsant therapy in the past. 

6. Abnormalities in electroencephalogram, skull 
x-rays, or cerebrospinal fluid. 

It is probably a good rule that, if a nonbenign 
etiology is suspected on any basis whatsoever, the 
patient be referred for complete study by a neurol- 
ogist and/or neurosurgeon, as the problems that 
arise at this stage of the study become quite com- 
plex. This is particularly true when the question 
arises as to whether a pneumoencephalogram is in- 
dicated. It is probably best that the physician who 
has little experience with epilepsy confine himself 
in the diagnostic sphere to those seizures beginning 
in childhood or over five years’ duration, or to 
those in which the etiology is quite clear, as in 
post-traumatic cases. So far as actual therapy is 
concerned, once the nature of the disorder is clear, 
there is no reason that he should not attempt to 
manage any case medically until it is evident that 
help must be sought. 

As indicated in the discussion of the pathophysi- 
ology, it is important to attempt to classify the 
seizure into one of the groupings, since choice of 
medication and response expected depend upon the 
seizure type. There are four aids in this endeavor: 
a very careful history of the seizure from beginning 
to end, the electroencephalogram, observation of a 
seizure, and response to medication. Emphasis 
should be placed on the fact that not all “minor” 
seizures are petit mal. Many of the brief seizures 
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with transient lapses of consciousness are actually 
either abortive grand mal or psychomotor. The 
electroencephalogram can be quite helpful but the 
report itself can be quite confusing. A few brief 
notes are contained in Table 3 to aid in interpreta- 
tion of the report. 


Table 3. EEG interpretation. 

(1) The classic three per second dart and dome is virtually diag- 
nostic of petit mal but does not exclude the possibility that the 
patient may also have grand mal seizures. 

(2) There is no uniformly characteristic pattern of electroencephalo- 
gram for the remainder of the seizure types in the inter-seizure 
period. 

(3) Focal spiking indicates a focal discharge of a large group of 
neurons, and usually, but not necessarily, an irritative lesion at 
that site. This is frequently found in the inter-seizure period in 
patients with focal seizures. 

(4) A diffuse paroxysmal record diminishes but does not completely 
exclude the possibility of a lesion such as a cerebral neoplasm. 

(5) A slow 114 to 2 per second base line sway always indicates an 
area of very poorly functioning or nonfuncticning brain and as 
such is a danger signal. 

(6) A normal electroencephalogram does not exclude any of the 
types of epilepsy nor a brain tumor. 

(7) An electroencephalogram is not a substitute for a neurologic 
or neurosurgical evaluation just as the electrocardiogram is not 
a substitute for a cardiac evaluation. 

(8) An abnormal electroencephalogram does not indicate a diag- 
nosis of epilepsy unless clinical seizures are known to have oc- 
curred. 


Treatment 


Granting the diagnosis of a benign convulsive 
disorder, a proper choice of medicinal therapy must 
be made. The various anticonvulsant and adjuvant 
drugs and procedures will be discussed first and 
then general principles established for their use. 
Inseparable from medicinal therapy, the education 
of the patient and his relatives will next be consid- 
ered and, lastly, several special problems likely to 
face the general practitioner. 


MEDICATION THERAPY (Chart 1) 


1. Hydantoins. These medications are primarily 
directed toward control of grand mal, psychomotor, 
and other focal seizures. In general, their effective- 
ness is in decreasing value in the order named. A 
very large number of the hydantoins have been 
tested for their anticonvulsant value, but to the 
present date only two are generally available— 
Dilantin Sodium (sodium diphenylhydantoinate) 
and Mesantoin (methylethyldiphenylhydantoinate). 
A third has recently been withdrawn because of the 
high incidence of hepatitis arising from its use— 
Thiantoin Sodium (phethenylate sodium). These 
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Chart 1. Medication therapy for benign convulsive disorder. 


medications have all approximately the same gen- 
eral coverage, but for reasons not clear, one will 
occasionally be effective when another is not. They 
also vary in regard to their toxic effects and part of 
the continuing drive to develop new drugs has as 
its purpose decrease of toxicity. 

a. Sodium hydantoinate (Dilantin). This, the first 
developed and best known, is perhaps in the long 
run the safest and first to use in beginning epileptic 
therapy. 

Dose. Sodium hydantoinate is available in various 
sizes and forms, capsules of 0.03 Gm. and 0.1 Gm. 
and tablets of 0.1 Gm. Recently there is growing 
tendency to combine it with Mebaral and pheno- 
barbital, but for reasons to be discussed, such com- 
bination therapy is usually not desirable. 

The dose necessary for control in a given patient 
must be found by trial but, as a working rule for the 
average-size adult, a total dose of 0.1 Gm. t.i.d. is 
a good level at which to start. For children, dosage 
may be approximated by using the weight formula 
and considering the total average adult daily dose 
to be 0.3 Gm. The maximum recommended daily 
dose is 0.6 Gm., although conceivably in a very 
large individual, 0.7 Gm. might be permitted. The 
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effect of the medication will usually be evident in 
twenty-four to forty-eight hours. 

Toxicity. Relative Contraindications to Continuance 
of Therapy. 

(1). Gum Hyperplasia. In general, hyperplasia of 
the gums is related to the size of the dose and dura- 
tion of therapy, and is more severe in the young 
than in the old. It may be controlled by good 
mouth hygiene and the surgical removal of the ex- 
cess tissue if it becomes too disfiguring. 

(2). Nystagmus and Ataxia. Nystagmus on lateral 
gaze appears in about a quarter of the patients re- 
ceiving 0.3 Gm. of Dilantin a day but may become 
associated with a more disabling symptom—aun- 
steady gait—when dose reaches 0.4 Gm. or more a 
day. Blurring of vision, diplopia, and frank signs 
of cerebellar ataxia may occur with hypotonia, hy- 
poreflexia, dysmetria, dysdiadochokinesis, and ter- 
minal tremor and, if severe, indicate that the medi- 
cation must be reduced, as the effect is reversible 
with rare exceptions. Obviously the extent to which 
this effect will be tolerated depends upon the sever- 
ity of seizures, possibility of control by other medi- 
cations, and the extent of the disability in earning 
a livelihood. 
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(3). Hirsutism. Excessive growth of hair in beard 
areas and on extremities may rarely be seen and 
usually in young girls past puberty. Although not 
harmful, the drug may have to be discontinued 
because of the psychologic aspects. 

(4). Minor Toxic Reactions. These are rarely a 
problem. Gastrointestinal disturbances are usually 
obviated by administering the medication after or 
with food. Headaches are also rare or mild. Blood 
eosinophilia is a benign reaction, rather uncommon 
and of no significance save that the possibility of 
its occurrence must be recognized. 

Absolute Contraindications to 
Therapy. 

While most of the relative contraindications are 
byproducts of the pharmacologic action of the drug, 
a number of more serious reactions, which’ are 
probably idiosyncrasies, may rarely develop. The 
most common of these is a skin eruption which is 
quite variable. Characteristically this occurs on the 
extensor surfaces of the extremities but may as- 
sume the pattern of any type of skin eruption. 
While in general benign, it may develop into ex- 
foliative dermatitis and it is well to stop the drug 
and, if necessary to use it again, begin with a very 
small test dose. 

Hematologic reactions also occur and may 
assume any type—thrombocytopenia, pancytopenia, 
and granulocytopenia. Fortunately these are suf- 
ficiently rare so that special precautions of frequent 
blood counts need not be taken. 

b. Mesantoin. A close relative of Dilantin, this is 
probably the second choice if the latter is either 
too toxic or ineffective. Its spectrum of coverage is 
approximately the same. 

Dose. The average adult dose is approximately 
0.3 Gm. a day, given in divided doses of 0.1 Gm. 
In children, use of the weight formula will give 
an approximation of the initial dose. The maximum 
daily adult dose is usually given as 0.6 Gm., but 
under exceptional circumstances this may be in- 
creased to 0.8 Gm. with care. One of the peculi- 
arities of Mesantoin is the occasional development 
of skin rash if the total daily dose is administered 
from the onset. It is wise to begin with small doses, 
0.05 Gm. once a day for three to four days, and 
gradually increase the dose by 0.05 Gm. steps every 
three days until the desired daily dose is reached, 
taking approximately two weeks. 

Toxicity. Relative Contraindications to Continuance 


of Therapy. 


Continuance of 


(1). Skin Rash. This, in appearance, may very 
closely simulate measles with fever, lymphade- 
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nopathy, confluent maculopapular eruption, and 
conjunctivitis. Other eruption forms may also occur. 
The best procedure is to discontinue the medication 
or to halve the dose, depending on the severity of the 
reaction, and to follow the blood count closely, and 
the rash may be expected to subside. The medica- 
tion may then sometimes be reintroduced success- 
fully or increased more gradually to the desired 
level. 

(2). Drowsiness. This toxic symptom is quite 
erratic in its appearance and is more or less propor- 
tional to the size of the dose. It may be combated by 
use of amphetamine or by reducing dosage. 

(3). Decreased Libido and Potentia. This may 
rarely occur in males and may be tolerated unless 
it presents a serious psychologic hazard. 

(4). Minor Toxic Effects. These include mild 
gastrointestinal irritation, headache, feelings of 
unsteadiness, and eosinophilia. 

Absolute Contraindications to. Continuance of 
Therapy. 

Hematologic reactions account for most of the 
serious reactions. This usually takes the form of 
depression of the erythropoietic system, but deaths 
due to granulocytopenia have been reported. It 
usually is not practical to perform routine counts 
because of relative infrequency of the reaction. 
However, spot checks may be made two or three 
times a year, and the patient should be instructed to 
report if any unusual symptoms develop. Deaths 
have occurred as result of bullous and exfoliative 
dermatitis. 

2. Hibicon (N-benzyl-B-chloropropionamide). 
Among the newest of the medications, this seems 
to be relatively nontoxic and gives good results 
comparable to Dilantin and Mesantoin, with the 
same spectrum of action and having no effect on 
petit mal. Because it seems equally as effective as 
Dilantin and without the annoying side effects of 
the latter, if the early excellent reports hold up, it 
may well displace Dilantin in popularity. However, 
at present, it is well to observe caution, as more 
widespread use may uncover damaging effects. 

Dose. Hibicon is supplied in 0.25 and 0.5 Gm. 
capsules. The effective range of dose is from 1.5 Gm. 
to 8.0 Gm. a day. In children, the weight formula 
may be used considering 4.0 Gm. to be the average 
adult dose. In children under seven years the dose 
varies from 0.75 to 2.0 Gm. a day. This is adminis- 
tered in divided doses. 

Toxicity. No significant toxic effects have been 
noted, but only complaints of mild gastric distress 
and “dizziness” and nervousness. 


Pan 


3. Phenurone (Phenacamide, phenacetyl car- 
bamide). This is the only example of this group in 
common use. At present, it is the only medication 
reasonably certain to be effective in the control of 
psychomotor seizures, although it is claimed to 
affect grand mal also. However, because of its 
toxicity, it has been reserved usually for those cases 
not responding well to the hydantoins and/or 
phenobarbital. 

Dose. Phenurone is supplied in 0.5 Gm. tablets. 
The dosage varies widely from patient to patient. 
The average adult daily dose varies from 2.0 Gm. 
to 3.0 Gm. with a maximum of 5.0 Gm., divided 
into three or four parts. In children there is con- 
siderable question of whether dose by weight should 
be prescribed. As a general rule, it is wise to fix 
upon one-half the adult daily dose in the group from 
5 to 10 years of age, and one-quarter of the average 
adult dose in the group from 1 to 4 years. It is also 
wise to start with small doses and gradually build 
up to the desired level over a period of about two 
weeks, similar to the manner suggested for Mesantoin. 

Additional precautions advised include a thor- 
ough search for allergies, a clear evaluation of the 
pre-treatment personality, search for sensitivities to 
other drugs, careful observation weekly for the first 
months and monthly for the next year, instructions 
to the patient and relatives regarding possible toxic 
effects, monthly urobilinogen tests on the urine, 
and monthly blood counts. 

Toxicity. Relative Contraindications to Continuance 
of the Drug. 

A large number of minor toxic effects have been 
reported, including minor personality changes (ir- 
ritability, restlessness, mild depression), nausea and 
vomiting, fatigue, fever, dizziness, paresthesias, 
muscle pain, palpitation, and pruritus. These 
usually are insufficient to cause withdrawal. 

Absolute Contraindications to Continuance of the 
Drug. 

(1). Psychic Changes. In more than 17 per cent of 
one series, various personality disorders appeared 
as the seizures were controlled. This incidentally 
may not be in toto an effect of the Phenurone, as a 
similar phenomenon has been noted when psycho- 
motor and other types of epilepsy are controlled 
by other medications. These changes include 
delirium, mania, depression of suicidal magnitude, 
and other types of psychoses. 

(2). Hematologic Disorders. To date there have 
been reported leukopenia, severe granulocytopenia, 
and aplastic anemia resulting in death. 

(3). Hepatitis. Aclinical syndrome identicalin every 


respect to infectious or serum hepatitis has occurred 
in a small percentage of cases, with a few deaths. 
Use of urinary urobilinogen tests routinely may be 
of aid in detecting this early. 

4, Oxazolidinediones. There are but two members 
of this group available—Tridione (trimethadione) 
and Paradione (paramethadione)—the latter being 
very similar to the former in activity but said to 
produce less visual and fewer hematologic reac- 
tions. Prior to these drugs, there was little to offer 
for petit mal, as phenobarbital and Mebaral were not 
very dramatic in effect. The action of the diones be- 
comes evident in about twenty-four hours and, 
surprisingly enough, may persist for months after 
the drug is stopped. 

Dose. There is some question as to whether the 
age and weight are important in dosage. The average 
adult daily dose is 0.9 to 2.1 Gm., with a maximum 
recommended dose of 2.7 Gm. In adolescents the 
same regimen can be used. Children 1 to 4 years 
of age tolerate 0.3 to 0.9 Gm. and those 5 to 10 
years, 0.6 to 1.5 Gm. Tridione is supplied in 0.3 
Gm. capsules, 0.15 Gm. Dulcets, and an elixir 
(0.15 Gm./cc.). Paradione is supplied in capsules 
of 0.3 Gm. and alcoholic 30 per cent solution which 
must be measured out by a dropper. 

Toxicity. Relative Contraindications to Continuance 
of the Drug. 

(1). Hemeralopia (glare reaction) .Thisisa peculiar 
effect not always present but, when occurring, 
tending to appear with higher doses. The com- 
plaint is offered that in bright light (as in sunlight) 
light objects appear “glarey,” the patient frequently 
offering the comment that “everything looks as if it 
were covered by snow.” This symptom may be 
controlled by the use of tinted glasses and is not 
dangerous. 

(2). Skin Lesions. The skin rash is usually benign 
consisting of small papules appearing over the face 
and shoulders, usually asymptomatic and not 
alarming. Other types of skin lesions simulating 
acne also occur. The drug need not be reduced 
and in time these may subside. 

(3). Minor Toxic Effects. These include eosino- 
philia, headache, dizziness, minor gastrointestinal 
irritation, and irritability. 

Absolute Contraindications to Continuance of Drug. 

(1). Hematologic Reaction. This reaction com- 
monly takes the form of a granulocytopenia which 
may appear at any time during therapy and very 
rapidly. This is unfortunate as it cannot really be 
avoided by routine white counts, although this is 
usually recommended monthly. The patient must be 
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warned to report to the physician in the event of 
development of any untoward symptoms such as 
lassitude, fever, lymphadenopathy, or sore throat. 
With cessation of the medication and treatment with 
antibiotics to guard against secondary infection, 
recovery usually follows, but the drug may not be 
used again. Unfortunately, Paradione produces this 
also (though less frequently), and as it is very 
similar to Tridione, either must be used cautiously 
with a history of a reaction to the other. 

Rarely, there is a slow drop in hemoglobin and 
red count, presumably due to bone marrow de- 
pression, promptly rising to normal when the 
Triodine is stopped. 

(2). Nephrosis. This is a very rare occurrence, her- 
alded by appearance of albuminuria, and is indis- 
tinguishable from idiopathic lipoid nephrosis. The 
nephrotic reaction is reversible but, in the experience 
of the author, recurred with each of three attempts 
to reinstitute the drug. 

5. Milontin (N-methyl-a-phenylsuccinimide). This 
is one of the most recent additions for the control of 
petit mal and, of this date, is available only for in- 
vestigation. Inasmuch as it will probably be ac- 
cepted, a brief discussion will be given. The in- 
dividual dose is 0.3 Gm., and the average total daily 
dose varies from 0.9 to 3.0 Gm. with an average of 
2.4 Gm. There is little apparent relationship found 
so far between age and dosage level. It is the usual 
practice to begin with 0.3 Gm. t.i.d., and increase 
until effects are obtained. 

The toxic symptoms reported to date are mild 
and include nausea and dizziness, drowsiness, 
vomiting, headache, dream-like states, and, lastly, 
urinary abnormalities. Whether these latter are of 
significance is unknown. Urine examination may 
show mild albuminuria, mild cylindruria and, most 
frequently, microscopic hematuria, all or separate- 
ly, with no evidence of impairment of excretory 
functions. 

6. Barbiturates. For years phenobarbital and 
Mebaral have been mainstays in the control of the 
convulsive disorders. Although not so effective as 
the above medications, the spectrum of activity is 
very wide, including all types of seizures although 
relatively ineffective in petit mal. Even today they 
have a place when used alone or, as is more fre- 
quently the case, together with one of the other 
anticonvulsants. 

Although it has been held that Mebaral in dosage 
equivalent to phenobarbital (roughly two to one) 
has greater anticonvulsant effect in proportion to 
the hypnotic effect, the experimental basis is doubt- 
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ful, particularly as there is now considerable evi- 
dence that Mebaral acts through first being con- 
verted to phenobarbital by the body. 

It is generally recognized that epileptics as a 
group have a higher tolerance to the hypnotic ef- 
fects of these barbiturates, so that total daily adult 
doses of 0.3 Gm. phenobarbital or 0.6 Gm. Mebaral 
may be given. It is good practice to start with 0.03 
Gm. phenobarbital or 0.05 Gm. Mebaral three or four 
times a day, and adjust the dosage, using as the end 
point production of minor toxic symptoms (ex- 
cessive drowsiness) or control of seizures. 

These drugs are ideal in many respects as they 
are long enough acting to give a fairly stable level of 
protection and yet, not so long that they will not be 
completely excreted in a reasonable time (up to 
forty-eight hours depending on the total dose). 
Probably the most frequent error in their use is the 
failure to administer enough. It should be borne in 
mind that children have greater tolerance for the 
barbiturates in proportion to their body weight. 
The shorter acting barbiturates (Sodium Amytal 
and Pentothal) are not of value except in control of 
**status” to be discussed below. The toxic reactions 
need not be discussed, being very well known. 

7. Other Drugs. 

a. Bromides. Until the advent of phenobarbital, 
bromide was the only medication available. Gen- 
erally quite effective, it has now been replaced by 
other medications easier to handle. The effect of 
the bromide is dependent upon the level obtained, 
and this in turn is dependent not only upon the dose 
administered but also on the fluid intake, chloride 
intake, sweating, and efficiency of renal excretion. 
The goal is the maintenance of a blood level of 150 
mg. per 100 cc., and the dose necessary to accom- 
plish this is approximately 1.0 Gm. of any of the 
bromide preparations, three times a day. It is ad- 
vised only in difficult cases because of the risk of 
intoxication, and blood level of bromide should be 
frequently ascertained. 

b. Dexedrine (d-amphetamine) and Benzedrine 
(d,l-amphetamine). These in small doses are valuable 
in combating the drowsiness produced by the bar- 
biturates and other drugs. In addition, these drugs 
have been valuable when used in conjunction with 
other preparations and barbiturates in the control of 
strictly nocturnal seizures not otherwise controlled. 
Of use for this special purpose may be a recently 
developed product, Spansules, containing 15.0 mg. 
of d-amphetamine or d,l-amphetamine. This gives a 
controlled release of amphetamine in the gastro- 
intestinal tract for about twelve hours. If this is 
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administered with a hypnotic at bedtime, the latter 
will put the patient to sleep before the former acts, 
in order to prevent the deep sleep in which the 
nocturnal seizures occur. 


OTHER PROCEDURES 


1. Ketogenic Diet. This has been valuable in the 
past primarily for control of petit mal in children. 
It is little used now except in severe cases. If such 
a diet be employed, it is not sufficient merely to use 
a high fat diet, but a rigidly controlled intake of fat 
must be maintained to produce urinary ketosis. 
This diet is very poorly tolerated and difficult to 
persuade the child to ingest. 

2. Dehydration. In general it has been noted that 
overhydration predisposes to seizures and dehydra- 
tion decreases the frequency. Fluid restriction must 
be stringent if it is to be effective, certainly not more 
than 800 ce. a day, including all types of liquid foods 
and water. In cases of great severity, uncontrolled 
by large doses of conventional medication (and in 
status epilepticus), this may be tried but not used 
routinely until medication therapy has been ex- 
hausted. 

3. Sodium Restriction. Salt restriction may prove 
more effective than fluid restriction. However, the 
rigid diet necessary to obtain any effect is very 
poorly followed by the patient. Development of the 
synthetic ion exchange resins has given a method of 
depleting the body of sodium without a very low 
sodium intake being enforced. Dramatic reversion 
of the electroencephalogram to normal and cessa- 
tion of previously uncontrollable seizures have been 
obtained by use of these resins when combined with 
anticonvulsant therapy. However, the procedure is 
still experimental, and care must be taken to pre- 
vent serious disturbances in electrolyte balance. 
Also the large doses of 60.0 Gm. a day are poorly 
tolerated. 


GENERAL PRINCIPLES 


In utilizing any of the above medications or pro- 
cedures, certain general principles obtain and must 
be followed if success is to be attained. 

1. A careful history of previous medications, 
dosages and effects is very helpful. It is well to keep 
a kit containing all the medications commonly used 
in epilepsy for the patient to identify, as the ma- 
jority of these are dispensed by the manufacturers 
in characteristic form. 

2. The proper choice of medication based on 
seizure type must be made. The response to the 
medication, in addition, can be of diagnostic value ; 


Tridione frequently increases or precipitates grand 
mal seizures, and Dilantin increases those of petit 
mal. If more than one seizure type is present, it is 
well to start with phenobarbital, and then add 
Dilantin for grand mal and later Tridione for the 
petit mal. By this method, if untoward effects should 
occur, the physician may be in a better position to 
decide which drug is the offending one. 

3. An accurate seizure calendar must be kept by 
the patient or guardian, and each medication tried 
must be utilized to its full dosage unless objection- 
able toxic symptoms occur. Perhaps the most com- 
mon error in the treatment of epilepsy by the inex- 
perienced is failure to use adequate therapeutic 
doses. 

4, The patient must understand the goal of thera- 
py and the method that will be used to attain it. If 
the fullest co-operation of the patient is not ob- 
tained in following the schedule outlined, little will 
be accomplished. 

5. Occasionally a lesser goal than total control of 
seizures may have to be accepted. In a productive 
individual, whom an occasional mild seizure will 
not unduly inconvenience, there is no point in 
rendering him too drugged or ataxic to work. 

6. Frequently, combinations of medication may 
accomplish what one alone will not. Dilantin and 
phenobarbital, Mesantoin and phenobarbital, both 
Dilantin and Mesantoin with phenobarbital, or all 
these combined with Tridione or Paradione may 
be permitted. It is wise, however, not to give the 
patient more total weight of Mesantoin and 
Dilantin combined than one and one-half times the 
maximum recommended dose of each, i.e., 0.9 Gm. 

It is not recommended that the various medica- 
tions administered be combined in the same cap- 
sule or pill. As the patient is followed, shifts are 
made in medication regimen, and this is made very 
difficult unless the various medications can be 
varied independently. The patient will be left with 
large quantities of medications which are useless 
because the dose of one constituent has been 
changed. 

7. Medication is considered only a suppressive 
agent and not a curative agent. Therefore, to be 
effective, it must be administered continuously in a 
fashion analogous to insulin. Whether a patient with 
rare seizures (two or three a year) should be placed 
on medication depends upon the patient’s willing- 
ness to accept risk or to take the medication under 
these circumstances. Also to be considered is the 
nature of his job and other intangible factors. 
Divergent opinions are held upon this subject. 
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Some authorities feel that if the electroencephalo- 
gram is abnormal, regardless of the infrequency of 
the seizures, anticonvulsant medication should be 
given. 

8. If an epileptic, previously controlled, breaks 
away from control, the following must be consid- 
ered: 

a. The diagnosis of benign nonprogressive disease 
is erroneous. In particular, a brain tumor must be 
considered. 

b. Medication schedule may have been wittingly 
or unwittingly changed by patient. 

c. Other drugs, epileptogenic, may have been 
taken with or without the physician’s knowledge; 
e.g., caffeine in certain of the headache remedies, 
Pyribenzamine for allergies. 

d. There may have been ingestion of alcohol. 

e. Changes in life situation with development of 
emotional stress may have occurred. 

f. Other illness may be present; e.g., high fevers, 
particularly in children. 

9. In certain situations it may be possible that 
the epileptogenic diathesis may decrease while the 
patient is receiving medication, so that the seizures 
will not recur if the anticonvulsant drug is stopped. 
This is not the usual occurrence. However, if a 
patient has been seizure-free for two years and the 
electroencephalogram, previously abnormal, is now 
found to be normal on medication, it is permissible 
to stop the drug cautiously and, if the electro- 
encephalogram is still normal, follow the patient 
without medicinal therapy. So long as the electro- 
encephalogram is abnormal, even though the pa- 
tient has been seizure-free, it is the opinion of most 
authorities that medication is necessary. 


PATIENT EDUCATION 


It is to be emphasized that education of the pa- 
tient and his relatives regarding the nature of his 
disease is of inestimable importance. It is not 
enough to give the patient medication; he needs 
also a thorough understanding of his disease, the 
goals to be attained in therapy, and the method of 
approaching them. Publications of the American 
League against Epilepsy are quite valuable and may 
be obtained by writing to that organization. 

Forty-five minutes to an hour spent with the pa- 
tient at the very beginning of management saves 
many hours thereafter and makes the difference 
between a puzzled, frightened, and apparently yn- 
co-operative patient and a firm adherent and boost- 
er. Too much lip service has been given to these 
sentiments on the part of the profession, in my 
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opinion, and not enough actual application of the 
principles. 

It might be of interest to discuss this aspect of 
treatment under the headings of various questions 
asked by the patient with seizures, always remem- 
bering to put the explanation in a language con- 
sistent with his background and education. 

1. Do I have epilepsy? By the laity, epilepsy is 
reserved for the familial variety and associated with 
mental deterioration. It is well to call a spade a 
spade, explain that epilepsy is a generic term for the 
convulsive disorders, and attempt to give the pa- 
tient some understanding of where his own case 
fits into the schema. To use euphemisms such as 
**spells” is but to postpone the evil day. 

In particular, with regard to adolescents, there 
is a tendency for the parent to hide the diagnosis. 
The casual use of the word “epilepsy” with the 
production of an early understanding is infinitely 
preferable to the “shocking” revelation when the 
parent feels it his duty to inform the patient later 
because of the choice of an unsuitable occupation 
or on the contemplation of marriage. 

2. What causes epilepsy? An ‘explanation of the 
nature of the seizure as a small “electrical storm” 
is quite acceptable. For the more intelligent patient, 
further discussion of cerebral scars, birth injury, 
etc., may be justified, 

3. What shall I tell my employer, friends, and rela- 

tives? Regardless of the understanding of the 
physician, this represents a difficult problem. For 
the patient to refuse to answer the questions of his 
acquaintances is but to arouse suspicion. The use 
of words such as fainting spells, syncope, or even 
the retreat by the patient into ignorance, 1.e., “doc- 
tor did not tell me but is curing me,” are all ac- 
ceptable and allay suspicions. This is particularly 
a problem in a small town. 
4. Will I have to take this medication forever? The 
explanation of the medication as a suppressive 
agent similar to insulin in diabetes is understand- 
able. To many patients the hope may be held out 
that, if the seizures are completely controlled for 
several years, perhaps two years, the problem may 
be reviewed and medication cautiously stopped. 
By that time, a sufficient understanding of the situ- 
ation may have developed so that the patient will 
prefer the certainty of medication to the risk of 
seizures. 

5. Will I lose my mind ? A blanket reassurance on 
this score can usually be given. In doubtful cases, 
the physician should give the patient the benefit of 
his experience and keep his doubts to himself. The 


facts are that mental deterioration is a feature only 
of the uncontrolled epileptic with frequent seizures, 
or one in whom the seizures are symptomatic of an 
underlying degenerative disease. The many brilli- 
ant men afflicted with epilepsy may be enumerated. 

6. Can I marry and have children? Obviously the 
patient can marry. The question of children must 
be discussed frankly as dependent upon the family 
background. To my knowledge, no thorough break- 
down of the incidence of epileptic children born to 
epileptic parents according to etiology has been 
made. It may be stated that the over-all incidence 
of epilepsy goes up from 1 in 400 in the general 
population to 1 in 40 when one partner has overt 
seizures. The situation is worsened if the epilepsy 
is genetic, if there is a history of epilepsy in the 
nonepileptic partner’s family and, especially, if the 
prospective partner also has epilepsy. It is ameli- 
orated if the epilepsy is probably symptomatic and 
there is no family history on either side. 

The decision depends also on other intangibles, 
such as the intelligence of parents, their economic 
and educational status, and their willingness to 
take this chance. No arbitrary decision should be 
made until these factors have been considered. 

7. How should I modify my habits ? The usual rec- 
ommendation for an adequate balanced diet and 
adequate rest should be given. It is difficult to un- 
derstand why so much emphasis is placed by many 
on constipation and bowel movements in epileptics. 
Constipation is largely symptomatic of emotional 
disturbances and, so far as can be ascertained, there 
is no evidence of “absorption of toxins” through an 
occasional missed bowel movement. Laxatives are 
used too frequently as it is. 

Total avoidance of alcohol is recommended, 
based on the knowledge that a small percentage of 
epileptics have increase in seizures following alco- 
holic ingestion. In the average epileptic, coffee and 
tea, if not taken in excess, are not harmful—one 
cupful being permitted with each meal. In the severe 
epileptic, it is probably better to forbid these until 
control is obtained. 

In particular, avoidance of situations productive 
of emotional stress is emphasized both to the patient 
and family, as this is a very potent force to the detri- 
ment of the patient. 

Moderate and even heavy physical activity is per- 
mitted and is even considered beneficial. Dangerous 
occupations also must be changed, and here the 
physician may be of help in referring the patient to 
the local social agencies. 

8. Will I have to give up driving a car? In our 


mechanized civilization, this is indeed a punish- 
ment. Many states have laws specifically forbidding 
the epileptic from driving. Whether these laws are 
justified is beside the point; the well-controlled 
epileptic who would drive with care might be much 
safer than the intoxicated driver. Certainly every 
effort should be made to discourage the patient from 
this activity for his own benefit as well as others. 
The problem becomes critical when the patient’s 
livelihood depends on the use of a car. 

9. Other general instructions must be given. Under 
this heading are specific instructions for regulations 
of medication, and warning that medication is not 
to be stopped abruptly under any circumstance, 
even if the patient decides to discontinue against 
his physician’s knowledge. 

Also the patient should keep a seizure calendar. 
He must be sure to maintain a reserve supply of 
medication. 

10. Instructions for management of a major seizure. 

a. Reassurance that the seizures will usually 
cease spontaneously within five minutes, and that 
there is no danger of the patient harming anyone 
during them. 

b. Proper use of the mouth gag. The teeth are not 
to be pried open with a hard object (spoon) when 
tightly clenched, as teeth may be broken and later 
aspirated. The fingers of the bystander should 
never be introduced into the convulsing patient’s 
mouth. 

c. The patient is to be allowed to lie where he has 
fallen, if at all possible, until the clonic phase of the 
seizure is over. He is then rolled on one side and 
attention paid to freedom of the airway and vomitus, 
if any. 

d. If a confusional state ensues, the patient must 
be restrained but as gently as possible. Except in 
acute mania, this is not a problem. 

e. Until fully conscious, nothing is to be given by 
mouth—especially alcohol. 

f. Postconvulsive headache may follow many dif- 
ferent types of seizure and may be controlled by 
aspirin or one of the other headache remedies. 

g. If seizures recur, or the seizure shows no signs 
of abating within five minutes, the physician should 
be called. For a patient who has had frequent 
seizures, there is no need for attendance of the 
physician at each one of them. 


REHABILITATION 


Probably by far the majority of epileptics seen by 
a physician in his office require little more than 
medication and education regarding the disease. 
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However, an occasional problem may arise which 
requires co-operation of welfare, social service, and 
rehabilitation agencies. It is well for the physician 
to acquaint himself with the facilities available and 
turn the patient requiring them over to the suitable 
groups, rather than attempt to interfere with the 
patient’s personal life in the form of job procure- 
ment, welfare payments, and the like. The chances 
of becoming entangled in a sphere in which he is 
relatively inexperienced are very great. Co-operating 
with, and not usurping of, the functions of these 
agencies is the most productive policy. The prob- 
lems frequently encountered are: 

1. Special educational needs in children, such as 
tutoring or excuse from certain school activities. 

2. Vocational guidance and occupational train- 
ing. 

3. Supervision of medication regimens through 
home visits by visiting nursing services. 

4. Financial assistance both for procurement of 
medication and living expenses if the worker of the 
family is incapacitated. It should always be remem- 
bered that the costs of medication may run as high 
as $15 a month in a complicated case. 


Special Problems 


STATUS EPILEPTICUS 


The prime principle in the treatment of status 
epilepticus is to stop the seizures, and the more fre- 
quent the seizures, the greater the urgency. It must 
be emphasized that two or three seizures at inter- 
vals of thirty to sixty minutes does not really con- 
stitute an emergency. My own preference is the 
administration of Sodium Amytal in a solution of 
1.0 Gm. in 10 cc., given slowly intravenously, using 
only enough to terminate the seizures, usually about 
0.5 Gm. to 1.0 Gm. Sodium phenobarbital is then 
given intramuscularly, 0.26 Gm., and repeated, 
0.13 Gm. more or less, as indicated. If the seizures 
recur, this amount (0.13 Gm.) may be given every 
thirty minutes until a total of 0.50 Gm. has been 
given or seizures stopped. If control is not obtained 
by this amount of medication, a desperate situation 
prevails, and open drop ether may be tried if at 
home, or intubation and use of an anesthesia ma- 
chine by a trained anesthetist if in the hospital. 
Fortunately one rarely meets this situation. The 
Amytal is short-acting and not a powerful anticon- 
vulsant, although a powerful hypnotic, and unless 
the longer acting and better anticonvulsant, pheno- 
barbital, is given the seizures will in all probability 


GP « September, 1953 


soon recur. The sodium phenobarbital may be 
given intravenously, but probably does not act as 
rapidly. Paraldehyde, 3.0 to 4.0 cc., or Sodium 
Pentothal, 1.0 to 2.0 Gm. in 2 per cent solution, 
may be substituted for the Amytal intravenously. 

The seizures having been stopped, the problem 
now arises whether to leave the patient to come out 
of the barbiturate narcosis or to continue adminis- 
tration for fear of a seizure recurring. For the first 
twenty-four hours, it is best to keep the patient 
heavily sedated. During this time x-rays, lumbar 
puncture, and other studies may be carried out. 
Sodium phenobarbital may be administered paren- 
terally in 0.06 Gm. to 0.12 Gm. doses every six to 
eight hours, gradually increasing the time interval 
and allowing the patient to awaken. 

All the precautions usually taken with barbiturate 
poisoning must be observed, turning frequently, 
suction, and even use of antibiotics to combat 
pneumonia. Care must be taken to try to distinguish 
between postictal coma and confusion, and bar- 
biturate effect. The tongue may be severely bitten 
and hemorrhage must be controlled; tracheotomy 
must not be delayed if there is evidence of impair- 
ment of the airway. 

In the convulsions of hypertensive encephalopa- 
thy, open drop ether is valuable, or magnesium sul- 
fate, 10.0 cc. of 25 per cent solution, may slowly be 
given intravenously. This latter drug should be 
avoided in the presence of renal insufficiency. 

The other anticonvulsants, hydantoins and tri- 
methadione, are not helpful even when given 
parenterally in status epilepticus. 

Morphine sulfate should not under any circum- 
stances be given, as its respiratory depressant ac- 
tion is very dangerous, and morphine, as well as 
Demerol and Methadon, are not anticonvulsant in 
any sense. 


FEBRILE CONVULSIONS IN CHILDREN 


Fortunately this is usually not urgent from the 
physician’s point of view although terrifying from 
the parents’. Methods directed toward bringing 
down the temperature and mild phenobarbital 
sedation usually solve this problem. 

Of course, a complete survey of the situation 
must be made to ascertain that no specific epilepto- 
genic disease is present, such as encephalitis, 
meningitis, or brain abscess. It is of interest that a 
fairly high percentage of those children having so- 
called febrile seizures, later in life develop a true 
epileptic disorder. Space does not permit further 
discussion of this matter. 
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SINGLE CONVULSION 

When a patient is brought to a physician’s office 
following a seizure, either completely conscious or 
in a postictal confusion, there is a tendency to ad- 
minister drugs. If this has been the first seizure, the 
patient is best placed under constant observation, 
preferably in a hospital, and if a second seizure 
occurs, a small amount of sodium phenobarbital 
(0.26 Gm.) can be given parenterally. If status then 
supervenes, the same therapy as discussed above 
can be instituted. If no additional seizures occur, 
workup should be instituted, particularly an elec- 
troencephalogram should be obtained before any 
medication is started, as the latter may obscure 
electrical abnormalities. 


POSTICTAL MANIA 


The importance of the postictal confusional state 
is to recognize it for what it is and realize that the 
patient is ill and not ill-tempered. Rarely this con- 
fusion is associated with a manic state in which the 
patient may become homicidal and must be re- 
strained. 


In order to reduce an absolutely unmanageable 
patient to a state in which he may be handled, it is 
permissible in urgent situations to use apomorphine 
which may be administered directly through the 
clothing. The emetic dose is 5.0 to 7.0 mg. It should 
be emphasized that this drug is dangerous, and 
collapse, coma, and death have followed its use. 


Summary 


A brief resumé has been attempted, outlining the 
mechanisms, diagnosis, and practical management 
of the patient with epilepsy. Much that has been 
said herein represents the author’s attitudes and 
personal experience, and differing opinions are 
held. An attempt has been made to indicate this 
where such differences exist. There are many 
aspects of the convulsive disorders which need 
elucidation. No attempt was made to discuss the 
surgical approach to focal seizures, especially psy- 
chomotor, as there is much in this subject which is 
controversial, and the procedures are largely still 
experimental. 


Femorat vein ligation on the side of a lower limb fracture is a valid 
precaution against embolus. 


DruG reactions may be induced by freeing of toxic material from 
a hidden focus. 

MEDICAL 
A PERsISTENT pruritus without obvious cause calls for a thorough 
blood study. 


MAXIMS 


FOR Foop sensitivity is less important as a cause to the child with asthma 


than are pollens, environmental allergens, and upper respiratory 
infections. 


EVERYDAY 


HPPSISA TOS Exposure to toxic gas or vapor may be the cause of an obscure 


anemia, atypical liver disease, or glomerular nephritis. 


RETROPERITONEAL lipomas have a tendency to become malignant and 
should be removed completely to prevent recurrence.—WILLIAM S. 
Reveno, M.D., 711 Medical Maxims, Charles C Thomas 
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Cips from Other Journals 


Respiratory Acidosis 


Dutrano and his associates report four cases of 
respiratory depression induced by morphine or 
barbiturates. Respiratory acidosis resulted in these 
patients, and treatment with N-allylnormorphine 
(Nalline) was successful in overcoming the respira- 
tory depression. The authors postulate that Nalline 
directly stimulates the central nervous system, espe- 
cially the respiratory center, and thereby elevates 
the threshold of this center to depression by mor- 
phine or barbiturates. (New England J. Med., 
248: 931, 1953.) 


Dry Mouth from Antihistaminics 


KNow1nG that some of the antihistaminic drugs de- 
press parasympathetic innervation in a manner sim- 
ilar to that of atropine, McDonald tested the effect 
on salivary secretion of minimal effective dosages of 
several of the antihistaminics. He found that Bena- 
dryl, Pyribenzamine, and Chlortrimeton depressed 
salivary flow. He speculated that long-continued 
usage of these drugs might predispose patients to 
disorders that attend excessive dryness of the 
mouth, including dental caries. (J. Dent. Research, 
32: 224, 1953.) 


Coarctation of Aorta 


As a rule, a diagnosis of coarctation of the aorta is 
easy to make when some clue points to a need for 
comparison of blood pressure in the arms with that 
in the legs. Sometimes the necessary clue is discov- 
ered in a roentgenogram of the chest. Besides left 
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ventricular enlargement and notching of the lower 
margins of ribs, Robbins and Wyman presented 
other clues, as shown in the accompanying diagram 
redrawn from their original article. Whereas a diag- 
nosis of coarctation of the aorta formerly held only 
academic interest, modern surgical methods have 
created an obligation upon the physician to make 
this diagnosis as early as possible. (New England J. 
Med., 248: 747, 1953.) 


CLUES TO DIAGNOSIS OF — 
COARCTATION OF AORTA 


ENLARGED LEFT 

SUBCLAVIAN ARTERY 
FPROTRUSION® INDENTATION 
/ OF AORTA 

ESOPHAGUS? 


BoST-STENOTIC 
BULGE OF AORTA 


Clues to diagnosis of coarctation of aorta. 
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Prevention of Anorectal Pain 


In a recent discussion of this subject, Bell has in- 
dicated that anorectal pain can often be prevented 
to a large degree if the physician is willing to spend 
time with a patient, reassure him and explain about 
the mechanics of sphincter spasm. He stated that a 
patient will have relief from pain in the same degree 
that he is able to accomplish relaxation of the 
sphincter muscles. If he is unable to relax, less pain- 
ful examinations can be made if an anesthetic lubri- 
cating jelly is employed such as one containing 5 
per cent Intracaine. Examination of fistulous tracts 
can be made less painful by the injection of a 2.5 
per cent Intracaine solution into them. 

In the treatment of external thrombotic hemor- 
rhoids, Bell advised making an elliptical incision 
over the hemorrhoid, under local anesthesia, and 
completely removing the clot. The use of Sitz baths 
was recommended. The author gives no preopera- 
tive enema before hemorrhoidectomy, feeling that 
postoperative gas pain is more severe if the bowel 
is empty. No gauze or rubber tissue is left in the 
anus. He recommended the injection of three tea- 
spoonfuls of Metamucil in a pint of warm water 
after operation, and allowing it to remain in the 
rectum until the patient has an urge for bowel ac- 
tion. 

In the treatment of fissure-in-ano, he excised the 
ulcer and divided the superficial fibers of the ex- 
ternal sphincter muscle. In pruritus ani he advised 
the use of Hydrolamins morning and night to 
neutralize the irritating discharge from the rectum. 
For proctalgia fugax (high rectal pain of unknown 
etiology) he recommended the use of Sitz baths, 
warm water enemas, firm application of pressure, 
and nitroglycerin soluble tablets, gr. 1/100, when 
necessary. (Am. Surgeon, 19:382, 1953.) 


Duodenal Intubation 


THE passage of an intestinal tube through the py- 
lorus in a patient with intestinal obstruction may be 
extremely difficult. Devine and Devine have de- 
scribed an ingenious method for drawing the tip of 
such a tube through the pylorus by means of a 
strong magnet. The tip of the intestinal tube, made 
of a highly magnetic metal, is passed into the 
stomach. A special magnet (Alnico Five, Indiana 
Steel Co.) is then used to draw the tip through the 
pylorus into the duodenum. 

By an alternate method a capsule containing mag- 
netic metal rods, is passed into the stomach and 


drawn through the pylorus, and a fine silk thread 
attached to it is thus brought into the duodenum. 
An intestinal tube is then threaded down the silk 
into the duodenum. 

Other suggestions by the authors include the use 
of a special stylet by means of which the tube can be 
turned toward the duodenum, proper positioning 
of the patient, and the use of a rubber catheter with 
a fixed curve (Coudé tip) on the intestinal tube 
which can be manipulated by means of a flexible 
cable into the pylorus. 

Although the problem is not yet definitely solved, 
the authors feel that the use of the magnetic tip and 
magnetic capsules controlled by the Alnico Five 
magnet has shown considerable promise. (Surgery, 
33:513, 1953.) 


Simultaneous Thyroiditis and Carcinoma 


ALTHOUGH thyroiditis generally can be differen- 
tiated from carcinoma without difficulty because of 
the diffuse involvement of the entire gland in thy- 
roiditis, and the presence of pain and tenderness, 
Crile and Fisher have reported two cases in which 
papillary carcinoma was present although frozen 
section or needle biopsy showed only thyroiditis. 

In the first, a 19-year-old girl whose only com- 
plaint was painless swelling in the anterior portion 
of the neck, examination revealed the left lobe and 
isthmus of the thyroid to be enlarged to three times 
normal size, with unusual tenderness. Frozen sec- 
tion indicated infiltration characteristic of thy- 
roiditis. Study of the permanent paraffin sections, 
however, revealed both thyroiditis and papillary 
carcinoma. Three months after the original partial 
resection for thyroiditis, therefore, a total thyroidec- 
tomy with removal of retrothyroid lymph nodes was 
performed. 

In the second case, a 29-year-old woman, the con- 
sistency and diffuse enlargement of the thyroid 
were typical of thyroiditis, and a needle biopsy was 
performed which revealed broad bands of fibrous 
connective tissue containing aggregates of lympho- 
cytes, rare plasma cells and histiocytes, and psam- 
moma bodies. With a diagnosis of subacute thy- 
roiditis, roentgen therapy was carried out. Three 
weeks later, however, because of the absence of any 
change in the size of the thyroid, an exploratory 
operation was performed. A frozen section of one of 
the retrothyroid lymph nodes showed the presence 
of papillary carcinoma, and a total thyroidectomy 
with removal of lymph nodes from the superior 
mediastinum was carried out. In this case the orig- 
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inal biopsy showed the presence of psammoma 
bodies indicating the possible presence of carci- 
noma. The authors believe that the discovery of 
these bodies is helpful, since they rarely occur in 
the thyroid except in association with cancer. 


(Cancer, 6:57, 1953.) 


Antibiotic-Resistant Staphylococci 


As a part of the investigation of the significance of 
penicillin-resistant staphylococci, Miyahara and co- 
workers tested the in vitro sensitivity to various 
antibiotics of all staphylococci isolated by the diag- 
nostic laboratory at the Colorado General Hospital. 
One hundred coagulase-positive and seventy-three 
coagulase-negative staphylococci were isolated dur- 
ing a given period. A high percentage of both types 
were found to be penicillin resistant (76 per cent 
and 82 per cent respectively). 

The coagulase-positive organisms showed re- 
sistance to other antibiotics in the following inci- 
dences: streptomycin, 37 per cent; aureomycin, 21 
per cent; terramycin, 29 per cent; chloramphenicol, 
8 per cent; all antibiotics, 4 per cent. Cross resist- 
ance of strains was common. Thus, nearly all 
organisms that were resistant to other antibiotics 
were also resistant to penicillin. Of the penicillin- 
resistant strains, more were resistant to strepto- 
mycin, while a smaller percentage were resistant to 
terramycin, aureomycin, and chloramphenicol in 
that order. Aureomycin and terramycin were more 
likely to show cross resistance with one another 
than with chloramphenicol. 

In tests on staphylococci of known resistance, it 
was found that penicillin and streptomycin in com- 
bination were effective, synergistically or additively, 
against more of the strains than any other combina- 
tion. (J. Lab. & Clin. Med., 41: 550, 1953.) 


Spontaneous Pneumothorax 


DuBosg, Price, and Guilfoil commented that the 
false idea that spontaneous pneumothorax is usually 
associated with pulmonary tuberculosis arose be- 
cause most of the earlier reports on spontaneous 
pneumothorax came from sanatoriums or large tu- 
berculosis services of general hospitals. In fact, so- 
called “idiopathic” spontaneous pneumothorax 
usually results trom rupture of a subpleural bleb— 
part of the picture of pulmonary emphysema. In 
support of these ideas, these authors reported that 
none of their seventy-five cases had evidence of 
active pulmonary tuberculosis—fifty-seven patients 
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(78 per cent) had bullous formations, usually in the 
upper lobes. 

The authors strongly recommended closed tho- 
racotomy as a method of treatment because it 
greatly reduced the time necessary for re-expansion 
of the collapsed lung. Their indications for using 
this method were: “tension pneumothorax of any 
degree; recurrent pneumothorax unless the degree 
of collapse is minimal; disease of the contralateral 
lung, including emphysema; bilateral spontaneous 
pneumothorax; and evidence of more than 50 per 
cent collapse on the initial x-ray film of the chest.” 
With reference to bronchoscopy they wrote: “When 
there is delay in re-expansion of the collapsed lung 
in the presence of a well functioning thoracotomy 
tube, bronchoscopy may result in the aspiration of a 
mucous plug that has been preventing adequate 
aeration. After bronchoscopy, re-expansion may be 
rapid.” (New England J. Med., 248: 752, 1953.) 


Elective Induction of Labor 


In a study of 180 cases of induced labor at the 
Temple University Hospital, Wilson has concluded 
that, although in recent years there has been an in- 
creasing demand on obstetricians, this problem will 
not be solved by the elective induction of labor in 
normal women. He pointed out that the gradual 
reduction in maternal mortality has been due in 
large measure to the elimination of procedures which 
introduce infection or produce injury and hemor- 
rhage. Therefore, it is unlikely that further im- 
provement in fetal and maternal mortality can be 
expected if all pregnancies are terminated at the 
calculated date of expected delivery. 

Under certain indications, however, he felt that 
the artificial induction of labor should be performed. 
These include certain cases of toxemia of pregnancy 
in which termination should be carried out after 
medical therapy has produced its maximum effect ; 
premature spontaneous rupture of the membranes, 
if contractions are not begun within twelve hours 
after rupture, if the pregnancy is at least thirty- 
seven weeks in duration, and if pelvis, fetal position, 
and the condition of the cervix are favorable; bleed- 
ing due to minor degrees of placenta praevia if blood 
loss is sufficient to demand it; normally pregnant 
patients whose previous pregnancies have termi- 
nated precipitately, if conditions of transportation 
or distance to the hospital make the possibility of 
rapid labor dangerous. 

Contraindications include a long, uneffaced 
cervix, an abnormal pelvis, abnormalities in fetal 
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position, a floating presenting part, maternal cardiac 
disease, and most patients in whom intrauterine 
fetal death has occurred. 

If the induction of labor is to be carried out, he 
recommended artificial rupture of the membranes 
as the most effective method. If labor has not begun 
within twelve hours after the membranes have been 
ruptured, dilute Pitocin solution may be given 
intravenously. Pitocin may also be used for breech 
presentations if preservation of the membranes is 
desirable or as an initial procedure if the fetal head 
is unengaged in a normal pelvis. In the latter in- 
stance, the membranes may be ruptured after 
descent has occurred. (Am. J. Obst. > Gynec., 65: 
848, 1953.) 


Tumors of the Thymus 


ALTHOUGH thymic tumors are comparatively rare, 
Binkley and associates collected twenty-one cases 
and described their clinical and pathologic features. 
Sixteen of the tumors were carcinomas, five were 
benign lesions. Apparently myasthenia gravis is an 
accompaniment only in benign tumors, and this 
combination was observed in two of this series. 
Otherwise these tumors are discovered because of 
nonspecific symptoms that might be related to any 
type of mediastinal mass or because of a routine or 
survey chest film. 

The malignant neoplasms spread by local inva- 
sion ; distant metastasis is rare and was not observed 
in any of the patients in this report. For this reason, 
surgical excision is the treatment of choice. Roent- 
gen therapy is a good substitute when local exten- 
sion of a lesion makes surgical removal impractica- 
ble. The prospects of successful excision of these 
lesions are good enough to support the authors’ 
contention that “all undiagnosed anterior medias- 
tinal tumors warrant surgical exploration.” (Cal- 
ifornia Med., 78: 267, 1953.) 


Subphrenic Abscess 


Tue clinical and pathologic features of subphrenic 
abscess were described by Berens, Gray, and Dock- 
erty, on the basis of 154 cases studied at the Mayo 
Clinic. There were about three and one-half times 
as many males as females, and the majority of pa- 
tients were in the fifth and sixth decades of life. In 
about one-half of the cases, subphrenic abscess de- 
veloped as a complication of a surgical procedure; 
operations on the stomach and biliary tract ac- 
counted for about three-fourths of these. Acute ap- 


pendicitis and perforated duodenal ulcer accounted 
for the abscesses in the majority of the cases that 
did not result from an operation. The predominant 
causative organisms were streptococci, E.coli, and 
staphylococci. 

The usual symptoms were fever and pain. Other 
common symptoms were cough and pleurisy. The 
most frequent signs were tenderness, dullness, and 
decreased breath sounds, draining sinus, and palpa- 
ble mass. The majority of cases showed one or more 
abnormalities in the chest film, including elevation 
of the diaphragm, pleural effusion, parenchymal 
changes in the lungs, and gas in the subphrenic re- 
gion. The leukocyte count was usually higher than 
normal. Leading complications were pleural effu- 
sion, pneumonitis, empyema, and bronchopleural 
fistula. 

All of the cases in this report were treated by 
surgical drainage. The mortality rate was consider- 
ably higher with a trans-serous than with an extra- 
serous approach. Other factors that influenced 
prognosis unfavorably were an inevitably fatal pri- 
mary pathologic process, the general resistance of 
the patient, the virulence of infecting organisms, 
delay in treatment, and the presence of complica- 
tions. (Surg., Gynec. & Obst., 96: 463, 1953.) 


Diagnosis of Bronchiogenic Carcinoma 


In AN informative article, Brindley has indicated 
that bronchiogenic carcinoma is increasing rapidly 
throughout the world. Furthermore, he has indi- 
cated the danger of diagnostic error because of the 
similarity between carcinoma of the lung and vari- 
ous benign conditions. 

Cancer in the presence of pulmonary tuberculosis 
is difficult to diagnose correctly because there are 
few symptoms which are not common to both dis- 
eases. However, in distinction to tuberculosis, the 
cough in cancer of the lung may increase progres- 
sively in frequency without an increase in sputum. 
Progressive weight loss and anemia in a patient un- 
der proper treatment for tuberculosis should sug- 
gest the problem of cancer. 

The most common cause of delay in detecting 
bronchiogenic carcinoma is the erroneous diagnosis 
of unresolved pneumonia. This diagnosis should 
never be regarded as final until every effort has been 
made to exclude the presence of a neoplasm and 
until the patient has completely recovered without 
recurrence. 

Patients with coccidioidomycosis may be asymp- 
tomatic or may complain of chest pain, cough, fever, 
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hemoptysis, and malaise in the same way as indi- 
viduals with carcinoma. 

Pulmonary histoplasmosis resembles tuberculosis 
but may also be confused with carcinoma. This dis- 
ease may begin as a small area of pneumonitis only 
two centimeters in diameter, or less frequently as a 
patchy process throughout one or both lungs. 

Actinomycosis commencing as an initial pneumo- 
nitis may resolve completely or become complicated 
by cavitation or involvement of the chest wall. The 
draining sinuses often seen in actinomycosis are 
rare in carcinoma, and isolation of actinomyces or 
tumor cells will help to clarify the diagnosis. 

In some patients the signs and symptoms of bron- 
chiectasis may obscure the presence of neoplasm. 
Lung abscess is frequently indistinguishable from 
carcinoma since tumors also develop necrosis and 
infection. 

Benign lesions, especially those occurring near 
the hilum, may also be confusing. These include 
dermoid cysts and teratomas. Exploratory thora- 
cotomy is frequently necessary for diagnosis. 

Although improvement has occurred in the treat- 
ment of carcinoma of the lung, the author stated 
that, if further progress is to be made, it must be in 
the early recognition of this condition. (Ann. Surg., 
137:616, 1953.) 


Pancreaticoduodenal Cancer 


McDerworrt and Bartlett use the term pancreatico- 
duodenal cancer to characterize a group of malig- 
nant tumors arising in the region of the ampulla of 
Vater, including tumors of the head of the pancreas, 
the ampulla of Vater, the common bile duct, and the 
duodenum. All of these cancers have in common the 
fact that a standardized operation—pancreaticoduo- 
denectomy—has been used in their removal. In this 
study the results of radical resection of pancreatico- 
duodenal carcinoma at the Massachusetts General 
Hospital were compared with those for patients on 
whom only palliative procedures were performed. 

As regards cancer of the head of the pancreas, the 
authors’ results indicate that there has been no in- 
crease in average survival since the addition of radi- 
cal surgery. There were two patients whose lives 
were apparently extended by resection. One died of 
recurrent disease thirty months after leaving the 
hospital, and the other was still alive after forty- 
eight months. The hospital mortality after resection 
was 30 per cent. 

The average survival in carcinoma of the ampulla 
of Vater was not altered appreciably by the intro- 
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duction of resection, although in this series there 
were a few long survivals after resection. Carcinoma 
of the ampulla of Vater carried a more favorable 
prognosis than cancer originating in the head of the 
pancreas. The average survival for carcinoma of the 
common bile duct and carcinoma of the duodenum 
was not extended by the use of radical surgery. 

The authors suggest that there are many possible 
reasons that could be offered to account for these 
poor results, but the one most amenable to direct 
attack is the technique of pancreaticoduodenec- 
tomy. They suggest a technique which includes re- 
section of the portal vein and the accompanying 
lymphatic system. It is their hope that this tech- 
nique will improve the over-all results. (New Eng- 
land J. Med., 248: 927, 1953.) 


Cirrhosis and Prostatic Enlargement 


Strumpr and Wilens studied the prostates of 333 
men with cirrhosis aged 50 years and over, and 
those of a similar number of controls of the same 
age. The prostates were obtained on autopsy exam- 
ination. The authors noted that the total incidence 
of gross prostatic enlargement was almost twice as 
high in men without cirrhosis (53 per cent) as in 
those with cirrhosis (30 per cent). Moreover not 
only was the incidence less in cirrhotics, but the age 
of onset of hypertrophy was delayed as compared 
with the control group. Although the exact relation- 
ship could not be determined, it is suggested that 
protracted elevation of the estrogen level or other 
hormonal imbalance may be responsible for the lower 
incidence of prostatic hypertrophy in cases of portal 
cirrhosis. (Arch. Int. Med., 91: 304, 1953.) 


Cortisone for Asthma 


BurracGe and Irwin found that cortisone was useful 
in three types of bronchial asthma. These were (1) 
status asthmaticus unresponsive to usual forms of 
emergency therapy; (2) severe pollen asthma that 
resisted routine treatment; and (3) intractable per- 
ennial asthma in which extensive diagnostic studies 
were unavailing. 

For status asthmaticus the authors prescribed 75 
mg. of cortisone every six hours during the first 
day, then 50 mg. every six hours until the patient 
showed marked improvement, and finally 25 mg. 
every six hours until the asthma cleared. 

In cases of severe chronic asthma, cortisone was 
given in doses of 50 to 75 mg. every six hours until 
the asthma cleared. Then the dose was gradually 
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reduced until a minimal effective dose was reached. 
This “maintenance” dose had to be determined in- 
dividually in each case by repeated trial and error. 
The mean daily dose for cases of this type was 50 
mg. Some patients needed cortisone daily for peri- 
ods up to nineteen months in order to control severe 
chronic asthma. (New England J. Med., 248: 679, 
1953.) 


Exposure Treatment of Burns 


Roussetor and his co-workers have studied a series 
of ninety-four burn patients, fifty-two of them 
severe, treated by the exposure method in an en- 
deavor to compare this method with others in com- 
mon use. The exposure method is defined as the 
exposure of the burned wound to the open air at 
room temperature. The authors pointed out that in 
the event of the mass burning of thousands of pa- 
tients, which might occur as the result of an atomic 
blast, this method would require far less trained 
personnel and equipment than the closed method 
now commonly employed. 

In extensive burns, caps and gowns were worn. 
Gross debris was removed by gentle irrigation with 
warm saline solution, and this treatment was fol- 
lowed by gentle washing of the burn with pHisoHex. 
All vesicles were opened. Placed in bed on sterile 
sheets, the patient was turned so as to allow for the 
greatest exposure of the burned area. Aqueous peni- 
cillin (600,000 units) was given every twelve hours 
for seven or eight days. After this time, further anti- 
biotic therapy was given only for specific indica- 
tions. Urinary output was carefully measured with 
the aid of an indwelling catheter. Patients were ai- 
lowed out of bed in a chair or walking at the earliest 
possible opportunity. 

Of the second degree burns, infection occurred in 
only 5 per cent of the cases, while in third degree 
burns it was present in 66 per cent. Three patients 
died as the result of major infection. The mortality, 
as in other methods of treatment, was directly re- 
lated to the extent of the body surface burned and 
to the patient’s age. The hospital stay was greatly 
reduced by this method. For third degree burns, 
the duration of care averaged forty-six days. (Sur- 


gery, 33: 673, 1953.) 


Specific Transfusion Therapy 


ALTHOUGH the use of blood transfusion is frequently 
lifesaving, Smith and his associates pointed out that 
the routine use of whole blood, without considera- 
tion for specific indications for its component cells 


and plasma, is not rational therapy. The impor- 
tance of utilizing the component of blood best suited 
to correct a deficiency was emphasized. 

They recommended the use of whole blood trans- 
fusions in massive concealed hemorrhage, such as 
in ruptured ectopic pregnancy or gastrointestinal 
bleeding; the replacement of whole blood lost dur- 
ing surgery; and the preoperative correction of 
blood volume deficits. 

They recommended the use of red cell suspen- 
sions rather than whole blood (1) in the treatment 
of anemias not accompanied by diminution of blood 
volume, (2) in patients requiring blood but in whom 
an increase in blood volume is contraindicated, and 
(3) in those undergoing elective surgery and show- 
ing an essentially normal blood volume but requir- 
ing the correction of anemia. Such suspensions 
should never be used, however, in the treatment of 
shock because the osmotic pressure of the suspend- 
ing fluid is negligible. 

They recommended the use of plasma for the 
maintenance of effective blood volume in the treat- 
ment of shock while blood transfusions are being 
prepared. Plasma was thought also to be of value in 
severe dehydration and in the treatment of burns 
and other conditions associated with a great loss of 
plasma proteins. 

They presented a method for the estimation of 
blood volume deficits, based upon the specific 
gravity of the blood, and recommended that doses 
of plasma or whole blood be administered according 
to the exact needs of the individual. (Am. J. Surg., 
33: 525, 1953.) 


Relation of Tuberculin Reaction to Therapy 


Wooprurr and his associates demonstrated that 
anergic or partially anergic patients who respond 
favorably to streptomycin show a rapid improve- 
ment in their allergic state during the first few weeks 
after therapy is started. This increased sensitivity 
to tuberculin often indicated an ultimately favorable 
clinical response before any favorable roentgeno- 
graphic evidence could be obtained. In fact, in some 
patients a roentgenogram made at the end of four 
weeks of therapy, at a time when tuberculin sensi- 
tivity had returned, indicated more extensive dis- 
ease than when the patient was admitted. (Am. Rev. 
Tuberc., 67: 286, 1953.) 

In a second article these same authors demon- 
strated that the average length of life of the most 
critically ill tuberculous patients has been measur- 
ably increased by antimicrobial therapy, and a not 
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inconsiderable number of patients have been dis- 
charged as “apparently arrested.” They feel that 
with the lifesaving agents presently available, no 
tuberculous patient should be considered a “hope- 
less case” without adequate trial of chemotherapy. 
In their study of 169 anergic and partially anergic 
tuberculous patients, 72 per cent of those who re- 
ceived antimicrobial therapy were alive at 120 days 
and 51 per cent were still alive at three years. Of 
those who did not receive antimicrobials, only 9.5 
per cent survived the 120-day period, and all were 
dead at the end of three years. (Am. Rev. Tuberc., 
67: 292, 1953.) 


Hypoparathyroidism Following Thyroidectomy 


In AN article on postoperative hypoparathyroidism, 
Patterson and Higgins pointed out that the prog- 
nosis in this distressing complication is good if the 
condition is recognized and managed properly be- 
fore the onset of chronic or trophic manifestations. 
Most cases are transient and go on to full recovery 
with proper treatment. 

Hypoparathyroidism should be anticipated fol- 
lowing operations for recurrent goiter, and each 
thyroid lobe removed should be examined carefully 
for parathyroid tissue. If such tissue is found, it 
should be reimplanted into the neck muscles. Symp- 
toms of tetany usually become evident on the first 
to the sixth postoperative day. The rapidity of their 
onset is no indication of the severity or permanency 
of the condition. The patient frequently becomes 
anxious or depressed, sometimes has stupor or even 
hallucinations. 

Various tests for increased neuromuscular irri- 
tability are of value, particularly Trousseau’s sign. 
Confirmatory evidence can be obtained by labora- 
tory studies. Low serum calcium with high serum 
phosphatase and minimal or absent calcium in the 
urine are strongly suggestive of deficient parathy- 
roid function. In tetany produced by hyperventila- 
tion or tetany associated with alkalosis, the serum 
levels of calcium and phosphorus are normal as is 
the urinary calcium excretion. 

The symptoms of hypoparathyroid tetany, which 
are due to hyperactive neuromuscular response, are 
quickly alleviated by the intravenous administration 
of 10 to 20 cc. of a 10 per cent solution of calcium 
chloride or calcium gluconate. A maintenance dose 
of calcium can be obtained by the administration of 
1 to 2 teaspoonfuls of calcium lactate dissolved in 
boiling water and administered three times daily. 
For adequate prolonged control, serum calcium and 
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urine calcium levels are of great importance. As the 
patient becomes controlled, the serum phosphatase 
level drops to a relatively normal value. 

Treatment consists in a high calcium diet supple- 
mented by one or two teaspoonfuls of a 3 or 4 per 
cent aluminum hydroxide preparation to restrict 
the absorption of phosphorus from the gastrointesti- 
nal tract. Vitamin D, in doses of 150,000 to 400,000 
units daily, should be given, or preferably dihydro- 
tachysterol since the latter, an irradiated product 
of ergosterol, is only one-third as toxic as vitamin D 
and is more efficient in raising serum calcium levels. 
This should be administered in doses of 3 cc. a day, 
followed by a maintenance dose of 1 cc. three times 
a week. 

Because parathyroid extract is largely inactivated 
by gastric juices and parenteral administration re- 
quires increasingly larger doses, the authors believe 
that there is little use for the hormone in the treat- 
ment of parathyroid tetany. They emphasized that 
the patient himself must appreciate and have an 
understanding of his condition before adequate 
management can be carried out. (Am. J. Surg., 
19: 423, 1953.) 


Treatment of Fibrosarcoma 


SraFForD and Ward reviewed a series of twenty-six 
cases of fibrosarcoma in an effort to establish an op- 
timal method of treatment. The first manifestations 
of this tumor are often difficult to recognize. A lump 
appears sometimes following an injury, slowly in- 
creases in size, and is not usually painful. Age is of 
no importance, since the patients which they re- 
ported ranged from 6 to 78 years. 

These tumors tend to recur repeatedly if not 
widely excised. They are usually not sensitive to ir- 
radiation in any form. Although they sometimes ap- 
pear encapsulated at operation, there is no true 
capsule. This accounts for the very high incidence 
of local recurrence often in the operative scar. Five 
of the twenty-six patients reported have died of 
fibrosarcoma, three of them due to pulmonary 
metastases. Amputation was not recommended as 
the operation of choice in the treatment of fibro- 
sarcoma of the extremities unless adequate local 
removal was otherwise impossible. 

The most important step in treatment is the wide 
excision of every solid lump, followed by careful 
examination of the mass by a competent pathologist. 
If fibrosarcoma is found, the old operative site 
should be widely excised with a good margin of nor- 


mal appearing tissue. In small tumors, a margin of 
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three to five centimeters should be allowed. Skin 
grafting is frequently necessary. Careful observation 
is imperative for many years and the patient should 
be warned to watch for recurrences. 

Regional lymphatics and lymph nodes need not 
be removed in the dissection, but the venous drain- 
age of the tumor should be attacked and divided 
before much manipulation of the lesion itself is car- 
ried out. Pulmonary involvement must be antici- 
pated, and if a solitary metastasis occurs, removal is 
frequently warranted. The authors stated that four 
out of five patients with this disease can be treated 
successfully. (Ann. Surg., 137: 639, 1953.) 


Recurrent Laryngeal Nerve Paralysis 


PosToPERATIVE recurrent laryngeal nerve paralysis 
is an important hazard of thyroid surgery, but does 
not necessarily indicate severance of the nerve, ac- 
cording te an article by Ross. The nerve may be in- 
jured by pressure of the enlarged thyroid itself, by 
constriction and fibrosis associated with thyroiditis, 
by scar formation following surgery, and by cancer 
tissue. 

Since it is a very sensitive nerve, it may be trau- 
matized easily during operation. The pathway of 
the nerve, long and tortuous, dipping into the tho- 
rax, also makes it vulnerable to insult in any part of 
its course. Injury can be prevented either by expos- 
ing the nerve in all cases or by avoiding it and iso- 
lating it when injury is anticipated. Delicate han- 
dling of tissues and careful hemostasis also are 
imperative. 

From the medicolegal standpoint, it is important 
to get a careful history which includes the recording 
of preoperative hoarseness, dyspnea, and any symp- 
toms suggesting paralysis. Patients should be warned 
of the danger of postoperative paralysis, and if 
hoarseness occurs postoperatively, a frank talk with 
the patient, informing him of the complication and 
methods of treatment, may prevent a lawsuit. 
Should paralysis occur, voice culture and training 
are of the utmost importance, and considerable im- 
provement can be expected from them. (Am. J. 
Surg., 85: 729, 1953.) 


What To Tell Cancer Patients 


A suGGEsTION has been made by Bierman to the 
physician confronted with the problem of what to 
tell a patient with incurable cancer. The author 
pointed out that if the patient is not told the truth 
about his condition, it will gradually dawn upon him 


anyway as his symptoms are unabated. He will then 
lose all confidence both in his physician and in the 
husband (or wife) who have withheld information. 

The author believes that the patient and spouse 
should be told together of the problem which con- 
fronts them. The two, husband and wife, with the 
physician then make a team for carrying the burden 
of further treatment. In this way, the patient does 
not feel alone with his disease, but is supported by 
two who share his confidence. For unmarried per- 
sons, the physician himself shares the problem. He 
must encourage trust and have an understanding of 
the patient, pointing not toward despondency, but 
toward mutual confidence and encouragement. 

Although the patient, always in the presence of 
his wife or husband, is told that he has cancer and 
that the prognosis is poor, all props must not be 
pulled out from under him. A few straws of hope 
must always be allowed and, if there are none, the 
physician should create one. Hope must be instilled 
with a look toward the future, for it is the encour- 
agement of others and the desire to live based upon 
hope that allow the patient to go on as a credit to 
his friends as well as to himself. (Arch. Surg., 
66: 584, 1953.) 


Carcinoma of the Lung in the Aged 


Aursrs analyzed 101 patients with primary carci- 
noma of the lung all of whom were over the age of 
65. His study indicated that the age of the patient 
alone should be no contraindication to surgical in- 
tervention. The patient should be studied from the 
physiologic standpoint rather than entirely from 
the point of view of his chronologic age. In this 
series there was a 10 per cent operative mortality. 
This figure compares favorably with the mortality 
in other large series comprising all age groups. (Dis. 
of Chest, 23: 288, 1953.) 


Placental Serum for Arthritis 


SPIELBERG evaluated the effect of injections of pla- 
cental blood serum upon the clinical course of 
rheumatoid arthritis. Fifteen patients were treated 
by this method, and ten of them had a rapid im- 
provement in the systemic and local manifestations 
of their disease. The improvement was sustained 
during a six-month follow-up. There were no un- 
toward reactions to the placental serum, and the 
author thought that Rh negativity would be the 
only contraindication to its use. (Arch. Int. Med., 
91: 315, 1953.) 
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Information Please 


Polycystic Kidney Disease 


Q. What is the treatment of polycystic kidney disease. What are 
the hereditary tendencies in polycystic kidneys? 

A. The treatment of polycystic kidney disease is 
entirely symptomatic. In the early stages no de- 
monstrable evidence of impairment of renal func- 
tion may be present, as evidenced by P.S.P. excre- 
tion and N.P.N. determination, but as the disease 
progresses renal function becomes inevitably im- 
paired and usually hypertension develops. In the 
absence of symptoms, medical management should 
be instituted as in chronic glomerulonephritis or 
nephrosis, that is, low-salt diet. Restriction of activ- 
ities is not necessary. Indications for surgical in- 
tervention are: (1) persistent hematuria, (2) per- 
sistent pain, (3) persistent infection, and (4) stone 
formation and very rarely, neoplasm. 

When the decision has been made that surgical 
intervention is necessary the kidney should be ex- 
posed, but a nephrectomy is never indicated unless 
a neoplasm is present, or unless bleeding from one 
side, as determined by cystoscopic and retrograde 
studies, has become so severe as to threaten life. 
If a stone is present it should be extracted and 
at the same time as many cysts as possible should be 
punctured and their contents evacuated. Infection, 
of course, should be combatted by appropriate 
antibiotics. 

Statistics show that there is a distinct hereditary 
tendency in polycystic disease and numerous in- 
stances of reports of familial occurrence of the dis- 
ease are on record in the literature. 


Relationship of Allergy to Fibrositis 
Q. | would like a discussion of the known relationship of allergy to 
fibrositis, myositis, neuritis, and water retention syndrome. 


A. Neuritis, myositis, and fibrositis should be 
considered as being of allergic origin only when 
they disappear upon the elimination of the offend- 
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ing substances and reappear upon re-exposure of 
the same. They are often seen as a result of drug 
medication, such as gold, sulfa-drugs, or Hapamine 
or other medicaments. They are also seen after 
ingestion of foods, sea-foods, port, orange, lemon, 
asparagus, milk, coffee, wheat—all have been proven 
capable of producing neuritic symptoms. Serum 
therapy has also been a.proven source of myalgia 
and neuritis. 

Asthma, urticaria, and migraine are accompanied 
by marked disturbances in the water balance. In 
these conditions, water is retained in the body, and 
the fluid content of the blood decreases. Kern 
(Am.J.M.Sc.,199:778,1940) has shown that “in- 
creased intake of sodium tends to increase in- 
terstitial fluid and cause edema. This will favor 
the development of allergic reactions. On the other 
hand, a decreased intake of sodium will increase the 
intra-cellular fluid and decrease the interstitial fluid 
and edema. Thus salt restriction tends to inhibit 
allergic manifestations.” 

As a result of the above study, it was hoped that 
restriction of sodium intake and substitution of 
potassium for sodium was the long sought-for 
answer to allergic problems. Unfortunately, exper- 
ience has proven this does not work out when ap- 
plied therapeutically. 


Prevention of Hepatitis 


Q. The problem of homologous serum hepatitis appears to be on 
the increase. What prophylactic measures should be taken in the 
office and in the hospital to halt the spread of this disease? 


A. The correspondent is quite right that the in- 
cidence of homologous serum hepatitis appears to 
be on the increase and, since there is no specific 
treatment, prophylactic measures are especially im- 
portant in connection with this disease. It is rec- 
ommended that transfusions be employed only 
when there is good reason to expect them to be 
beneficial and that prospective donors be ques- 
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tioned carefully about past attacks of jaundice and 
liver disease. There is no certain method of render- 
ing blood or plasma free of the virus, although irra- 
diation of plasma, or storing liquid plasma in the 
cell free state at room temperature for several 
months does seem to decrease the frequency of 
transmission of the disease. 

Syringe transmission can be prevented by using 
separate syringes and needles for each injection, 
which have been sterilized by boiling or autoclaving 
for fifteen minutes. 


Treatment of Dogbite 


Q. What is the proper treatment of dogbite? 

A. The proper treatment of dogbite may be di- 
vided into two portions. The first step consists of 
the treatment of a lacerated wound. This wound 
should be properly anesthetized, cleansed, dé- 
brided, and repaired by primary suture just as any 
other lacerated wound would be handled according 
to good surgical technique. 

The application of strong caustics, such as fum- 
ing nitric acid, has no place in the modern treat- 
ment of dogbite and should not be considered by 
the physician. 

The second part of the treatment is concerned 
with precautions against rabies. The dog, if known, 
and if available for isolation, should be restrained 
under constant observation for fourteen days. If the 
dog survives a period of fourteen days, it did not 
have rabies when the bite was inflicted. 

If the dog should die with symptoms suggesting 
rabies before the end of the fourteen-day period, the 
rabies vaccine should be immediately started. If the 
dog is unknown or escapes and the circumstances 
are such as to lead you to suspect rabies, rabies 
vaccine should be promptly administered. The 
ultraviolet-killed and phenol-killed vaccines are the 
two main types, with apparently less danger of 
ascending myelitis or encephalitis from the ultra- 
violet-killed type of vaccine. Both are attended by 
some reactions, but the risk is much less than that 
of allowing a full-blown case of rabies to develop 
for which we have no treatment. 

If the clinical symptoms of rabies are fairly ob- 
vious in the dog, and if the bite is on the head or 
the face or neck of the victim, it is best to start im- 
mediate treatment with the rabies vaccine, and to 
give twenty-one doses rather than the usual four- 
teen doses. 

Untoward reactions to rabies vaccine include al- 
lergies, indicated by swollen, red, indurated areas 


in the abdominal wall which is the usual site of the 
injection, followed by fever, even by chills, eleva- 
tion of temperature and elevation of white count. 
These, plus any indications of neurologic damage 
demand immediate cessation of the vaccine unless 
the animal is definitely known to be rabid. There 
have been very few instances in my practice of as- 
cending myelitis resulting from rabies vaccine, but 
one rather severe case with paralysis and loss of 
sphincter control for some four days, and another 
milder case have made me very careful in adminis- 
tering vaccine. Still, it must be emphasized that the 
slightest evidence of rabies in a dog is an indication 
for prompt use of vaccine. Having already received 
the vaccine three times myself, I would not hes- 
itate to take it the fourth time if exposed to a 
rabid animal. 


Surgery During Polio Epidemic 


Q. What is the status of elective surgery during a poliomyelitis 
epidemic? 

A. This question cannot be answered definitely, 
but certainly the following position would appear 
reasonable. There can be no doubt that tonsillec- 
tomy or extensive dental work, including extrac- 
tions, during the poliomyelitis season is ill-advised, 
particularly in young persons. During the course of 
a poliomyelitis epidemic, one would not perform 
this type of surgery. 

Obviously the presence of poliomyelitis in a 
community should not influence in any way the 
performance of surgery which is other than elec- 
tive, unless one could expediently wait a period of 
two weeks should poliomyelitis have occurred in the 
immediate family. 

Elective surgery other than the type mentioned 
above should certainly be considered, provided 
poliomyelitis had not occurred in the immediate 
family. Under the latter condition, however, it 
would be advisable to wait fully two weeks before 
performing surgery, and in young individuals, it 
would be preferable to defer the surgery until a 
nonepidemic period. 


Unsustained Erection 


Q. Can anything be done for a man, aged 50, essentially negative, 
who cannot maintain an erection for more than a few minutes? 

A. Potency difficulties of this kind usually are of 
psychologic origin and often can be helped by 
psychotherapy. This patient should be evaluated 


from this point of view. 
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Business and Economics 


AUSTRALIAN M.D.'S LIKE HEALTH PROGRAM 


A Nationa Heattu Service plan that came into 
existence slowly, thoughtfully, and with the advice 
and co-operation of the medical profession, is now 
under way in Australia. Australian physicians feel 
that the plan in no way disturbs the doctor-patient 
relationship, does not interfere with their right to 
practice medicine where and as they please, en- 
forces a minimum of government control, and inter- 
poses no third party between doctor and patient. 
This, at least, is the feeling of Dr. L. R. Mallen, 
who came from Riverton, South Australia, to the 
Kansas City headquarters of the A.A.G.P. to study 
the organization and program of the Academy. 
News of its accomplishments had reached far-off 
Australia where general practitioners have prob- 
lems not unlike those in the United States. 

In explaining the interesting medical system now 
functioning in his country, Dr. Mallen said, “On 
the positive side, this system encourages people to 
insure themselves and their dependents against 
costs of hospitalization and sickness, and doesn’t 
lead them to seek something for nothing. For the 
basic provision in the Australian plan is that the 
patient must be prepared to help himself, through 
participation in a voluntary insurance society, 
before any government aid is given.” 

According to Dr. Mallen, the present Health 
Service was started in late 1949 when the present 
Nationalist Government came into power. The 
Service has been gradually built up, step by step, 
in the last three years, largely under the impetus 
of the present Minister of Health, Sir Earle Page, 
who is himself a doctor. 

Before that, the course of the Australian Health 
Service was stormy. Two or three years before 
World War II, the government proposed inaugura- 
tion of a medical service based on the old panel 
system then in use in Great Britain. Both employer 
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and employee were to pay into a National Insurance 
Fund and the fund was to receive additional govern- 
ment subsidy. The doctor was to be paid by capita- 
tion fee—so much per year for each person on the 
doctor’s list. 

The medical profession opposed this scheme on 
two grounds—first because it objected to the capi- 
tation system of payment, and second because it 
was felt that the amount to be paid was absurdly 
low. 

A Royal Commission was appointed to inquire 
into the whole scheme, but an air disaster in which 
most of the legal personnel engaged in the case 
were killed, held up proceedings. 

With the beginning of World War II, the whole 
matter was dropped. 

Shortly after the war began, however, there was 
a change in the Australian government, with the 
Socialists coming into power. The new government 


“This plan in no way disturbs 
the doctor-patient relationship.” 
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immediately announced plans for a National Medi- 
cal Service to be paid for out of a special tax levy 
called the Social Services Tax, and to be free to 
everybody. No patient was to pay a fee for any 
medical service whatsoever. 

Method of payment to the physician was to be 
either by capitation fee or by salary, or by some 
combination of the two methods. The government 
stated openly, however, that ultimate goal was to 
have a completely salaried medical service. 

First step in creation of the service was passage 
of a Pharmaceutical Benefits’ Act whose basic pro- 
vision was that medicines, if the patient was to re- 
ceive them free, must be prescribed from a Govern- 
ment Formulary. The doctor then had to confine 
his choice of medicines to standardized prescrip- 
tions, or, if altered, inform the patient that a fee 
must be paid for the medicine. 

Strong exception was taken by the profession to 
provisions of this Act, and a letter written by the 
then President of the British Medical Association in 
Australia was sent to the Minister of Health, saying 
in part: 

“T have been requested to convey to you, with 
all respect, the opinion of the Federal Council, that 
rigid adhesion to a formulary, and all the more if 
enforced by contract, violates the first great princi- 
ple of practice—namely that whatever the organiza- 
tion, the doctors taking part must remain free to 
direct their clinical knowledge and personal skill 
for the benefit of their patients in the way in which 
they feel to be best. The Federal Council holds that 
the medical profession, in the interests of the public 
weal, must retain the priceless asset of individual 
freedom and enterprise. On this principle, the 
Federal Council can make no compromise.” 


Courts Stand Behind Doctors 


Refusing thus to make any compromise whatever 
on the issue of freedom, the Australian medical pro- 
fession then entered upon long negotiations with 
the government until finally, the government tried 
compulsion as a last resort. The profession immedi- 
ately applied to the High Court of Australia for 
relief, and won the case. 


At the same time, the profession swung into 
action with an intense publicity campaign designed 
to secure a change in government. In late 1949 the 
Socialists were defeated and the present government 
came into power. 

Sir Earle Page, coming into the Health Ministry, 
outlined his own health scheme to the Federal 


Council of the British Medical Association in 
Australia early in 1950. He has continued to con- 
sult the Council on all health matters ever since, 
welcoming any suggestions or criticisms they care 
to make. His goal has been, in his own words, “to 
enter into a working partnership with the medical 
profession.” 

His stated objective has been to foster a National 
Health Service without socialization. That is the 
reason purchase of voluntary insurance is made 
requisite. Sir Earle Page feels, further, that no 
health service can be made to function properly if 
brought in too quickly and en masse. 


Present Plan Built Up by Stages 


First step under the present plan was provision 
of a half pint of milk daily to every child below the 
age of 12 in every recognized school, including 
kindergartens, nursery schools and créches. It is 
felt that in so protecting the health of the growing 
child, disease is prevented. 

Second step was increase in pensions paid to 
tuberculosis sufferers. The amount was raised to 
the point that a man, his wife and dependent chil- 
dren can live fairly comfortably. Freed to a large 
extent from financial worry, the tuberculosis patient 
can take time from work for full treatment. At the 
same time, a campaign against tuberculosis has been 
intensified, with a Commonwealth Director of 
Tuberculosis Services, and separate directors for 
each state. Under the Commonwealth Director, the 
work of the states is coordinated into a unit. 

Third step, the pharmaceutical benefits, makes 
available to every citizen, free, most of the costly 
life-saving and disease-preventing drugs. A com- 
mittee appointed by the Federal Council of the 
British Medical Association, known as the Pharma- 
ceutical Benefits Advisory Committee, has drawn 
up a list of non-compounded life-saving or disease- 
preventing drugs which may be prescribed by any 
registered medical practitioner on his own form, 
simply adding the words, “Pharmaceutical Benefit”. 

The druggist dispenses the drug and is paid by 
the Commonwealth Government. 

The list of drugs is constantly revised as science 
progresses. At present there are about 185 drugs 
on the list. 

Fourth step was provision of a free general prac- 
titioner service, and free medicine to all aged, in- 
valid and widowed pensioners, and their de- 
pendents. 

A list of all doctors prepared to enter this gen- 
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“The pensioner is entitled to free 
medicine, and the physician may pre- 


scribe any drug in the British Pharma- 
copeia in any combination he desires." 


eral practitioner service is kept in each State, and 
each doctor is paid on a fee-for-service basis. Present 
rates are nine shillings ($1.08) for a surgery consul- 
tation and eleven shillings ($1.32) for a visit. Each 
pensioner is supplied with a card bearing a number 
and the name of any dependents, which must be 
produced on each visit to the doctor. Each physi- 
cian is supplied with a book of voucher forms (one 
for surgery consultations and another for visits). 


When he sees a pensioner patient, the physician 
initials the card and fills in the appropriate voucher, 
giving name of patient, pension number, and date 
of service. The patient then signs the voucher as 
having received treatment. At the end of each 
month, these vouchers are sent to the Department 
of Health which in turn pays the physician. 


Physicians Not Compelled To Give Service 


At any time he wishes, any physician may remove 
his name from a list of those prepared to give 
service. The profession as a whole agrees to give 
such service only while a “means test” is applied to 
each pension applicant. Any lifting or alteration of 
the means test would cause a reconsideration to be 
made in terms of service. The fee charged is a con- 
cessional fee and represents about 60 per cent of 
the normal private fee. 

The pensioner is entitled to free medicine and 
the physician may prescribe any drug in the British 
Pharmacopeia in any combination he desires. The 
prescription is written in duplicate on the doctor’s 
ordinary form, with the addition of the pensioner’s 
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number and the letters P.M.S., standing for Pen- 
sioner Medical Service. No proprietary medicines 
are available free. The druggist collects the cost of 
each prescription direct from the government. 

Next came subsidy of hospital benefits. For some 
time the government has been paying 12 shillings 
($1.44) per day to each patient in an approved 
hospital towards the cost of hospitalization. How- 
ever, anyone who insures himself in an approved 
voluntary Hospital Benefit Insurance Society, 
which pays at least six shillings ($.72) per day 
hospital benefit, receives an extra six shillings per 
day from the government. Therefore, a patient in 
any approved hospital who has insured himself in 
an approved mutual Hospital Benefit Society, re- 
ceives at least 12/— plus 6/— plus 6/-, a total of 
twenty-four shillings ($2.88) per day towards cost 
of his hospitalization. 

The average cost of hospitals per day in Aus- 
tralia is about sixty shillings ($7.20). 

Sixth and final step is to be put into operation 
very shortly. This is the subsidy of medical benefits. 
To encourage everyone to insure himself against 
costs of sickness, the government has agreed to sub- 
sidize benefits paid to a patient by an approved 
Mutual Medical Benefit Society, provided that the 
benefit paid by the government is at least matched 
by the Society, and that the combined total of 
both benefits does not exceed 90 per cent of the 
doctor’s account. 

A certain proportion—at least ten per cent—of 
the doctor’s account must be paid by the patient 
himself. This is thought necessary to check abuses 
both by patient and doctor. It will put a curb on 
unnecessary consultation by the patient for trivial 
complaints, and, at the same time, encourage the 
patient to check the doctor when he feels the doctor 
is over-visiting. 

A scale of benefits covering practically every 
medical service has been drawn up, and in every 
case the insurance society must at least match these 
benefits—in some cases, of course, it exceeds them. 
The amounts vary from six shillings ($.72) for an 
office consultation, to 11:12:6 ($26.24) for major 
surgery. If a patient of his own accord visits a spe- 
cialist, he will receive a benefit of only six shillings, 
but if he is referred to a specialist by his family 
doctor, he will receive a fifteen shilling ($1.80) 
benefit. This discrepancy is made to protect the 
general practitioner. 

The government pays its benefits from the day 
the individual joins the insurance society, and the 
benefits are granted for every complaint, whether 


4 
# 
iene: 
sees: 
Seen 
Sees tees 
reer 
ten tees 
ee teee 
serene 
97 
Ag 
ie 


it existed at the time of joining or not. Practically 
every society pays its benefits only after a certain 
stated time from joining, and will not pay for the 
treatment of any existing disease, such as diabetes. 


Only Nonprofit Insuring Groups Used 


An approved insurance society must be complete- 
ly nonprofit. It must be a mutual society showing 
a proper ratio between income received and ex- 
penses incurred in the society’s management. 

An approved method has been set up for paying 
the doctor. An account is made out on an ordinary 
account form, which, however, must show date of 
commencement of service, type of service, to whom 
service was given, and amount charged. This 
account is sent to the patient, who, after paying 
the doctor, then produces the receipted account for 
his insurance society and receives from it a rebate, 
the total benefit he is entitled to. The society itself 
collects the government benefits from the govern- 
ment. 

In sp cial cases where payment of an account 
before collection of benefits would impose hardship 
on a patient, the physician may ask that the insur- 
ance company pay benefits direct to him, and he 
may then collect the rest of the account from the 
patient. 

It was realized soon after they were set up that 
both the Pharmaceutical Benefits and the Pensioner 
Medical Service were open to abuse by members of 


the profession. In the Pensioner Medical Service, 
excessive and unnecessary consultation and visiting 
has been practiced, and in the Pharmaceutical 
Benefits, there has been over-subscribing, especially 
in cases where the physician worked in collabora- 
tion with an unscrupulous pharmacist. 


Profession Guards Against Abuses 


The profession has always demanded to be al- 
lowed to police its own members, says Dr. Mallen, 
and so advisory disciplinary committees have been 
set up at both Federal and State levels. These com- 
mittees are composed of five members, all doctors. 
They include the Director General of Health for 
each state and four physicians selected from a 
panel of six names nominated by each state branch 
of the B.M.A. 

All cases for investigations are referred to these 
committees, and they advise the Minister of Health 
of their findings and recommend a course of action. 
In every case, the doctor concerned has right of 
appeal to a law court. 

An act to consolidate all the above measures is 
at present before the Parliament and has passed 
the first reading. However, Parliament was in 
recess until late August, and in the meantime the 
medical profession is operating under regulations 
of the old act. 

“The profession finds the system interesting and 
workable, and hopes for its continued success,” 


declares Dr. Mallen. 


Sebade 


“Hmm—what a day this is going to be!” 
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INDUSTRIAL MEDICINE: 
GENERAL PRACTITIONER 


BY JOHN F. KILGUS, JR., M.D. 


From the title of this paper, the writer is immedi- 
ately confronted with the necessity of defining, first 
a General Practitioner, and second, Industrial Med- 
icine. This would seem simple until one tries to put 
it on paper. For the first definition, I like best the 
one suggested by the American Academy of General 
Practice Committee on Hospitals; namely, “A Gen- 
eral Practitioner is a legally qualified practitioner of 
medicine who does not limit his practice to a par- 
ticular field of medicine or surgery. In his general 
capacity as a family physician and medical advisor, 
he may, however, devote particular attention to one 
or more special fields, recognizing at the same time 
the need for consulting with qualified specialists 
when the medical situation exceeds the capacity of 
his own training and experience.” 

As for a suitable definition for industrial medi- 
cine, I have not been so fortunate as to find one al- 
ready coined. Perhaps we may say that industrial 
medicine is general medicine in its broadest sense, 
as it applies to the care of the industrial worker. In- 
dustry may be defined as a trade. We think of it in 
such terms as the steel industry, the automobile in- 
dustry, etc. In other words, it is an organized pro- 
ductive effort of some sort. We may even extend this 
to include business of any sort employing workers. 

In a survey of the membership of the American 
Academy of General Practice, it is noted that 94 per 
cent of the members “see industrial cases.” This 
seems at first glance a high percentage unless we 
think of industry in a broad sense. This same survey 
shows further that 20 per cent of these same AAGP 
members devote full time to “industrial practice.” 

Let us then consider what are the functions and 
duties of the “industrial physician.” An editorial in 
the September, 1951, issue of Industrial Medicine 
states, “The real industrial physician is directly 
identified with industry, and usually functions on 
its premises. Such a physician is imbued with the 
philosophy of constructive medicine and is con- 
versant with the philosophies of industry, produc- 
tion and manpower. He is versed in the peculiar 
administrative requirements of this task, directs or 
understands industrial hygiene, maintains a pre- 
ventive program, and is competent in the allied mat- 
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A LEGITIMATE FIELD FOR THE 


“The successful industrial physician must 
treat the patient as a whole, not only 
that part of him engaged in industry.” 


ters of safety engineering, employment, compensa- 
tion and other forms of insurance. That which marks 
the industrial physician as such is that in addition 
to outstanding qualifications as a physician, he 
moves with facility among machines, materials, man- 
power, products and processes, and program group 
enterprises.” 


General Practice Training Best Equipment 


What better groundwork or training could a man 
have to fit him to meet these requirements than the 
training of a general practitioner? He first of all 
must be a skilled physician, skilled not in one or two 
fields, but skilled in the general field of medicine. 
His patients in industry are workers and they are 
people—the same kind of people he cares for in gen- 
eral practice. These people have problems—prob- 
lems not entirely related to their occupation. A 
medical program in industry that does no more than 
treat occupational injury and disease is not worthy 
of the name. The successful industrial physician 
must treat the patient as a whole, not only that part 
of him that is engaged in industry. He must under- 
stand him, be sympathetic to his problems and wor- 
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ries. He must realize that a worker who is worried 
about a sick wife or child, or about an overdue mort- 
gage, cannot be an efficient worker. He must be pre- 
pared to counsel him, not as a worker, but as an 
individual with individual problems of great com- 
plexity. He must treat soul as well as body. Who 
but a general practitioner could successfully do 
this? 

**The industrial physician has only one objective 
in his relation to workers, the maintenance of a work 
force sound in body and mind, capable of performing 
acceptable work, unharmed by any work process, 
and contentedly adjusted to work requirements and 
work environment.” His brand of medicine must be 
preventive as well as curative. Here he enters the 
public health field which is closely allied to the in- 
dustrial or occupational health field. He must be a 
teacher, for nowhere are the opportunities for teach- 
ing good health practices more abundant than in a 
group of workers. Each patient who visits his clinic 
must leave a little wiser in matters of health and the 
care of his mind and body, than when he entered. 
He must know and think of these workers as his 
private patients. He must know these people as Joe, 
not merely the mechanic from the garage, and Mary, 
not just the typist with the sprained wrist. He must 
be able to discern that Joe’s real trouble is not the 
carbon monoxide he breathes in the garage, but a 
wife who is dying with cancer, and Mary’s trouble 
is not just a lame wrist, but a fiancé in Korea. 


Physical Examinations Must Be Thorough 


Let us for a moment consider the day’s work of an 
industrial physician, thinking as we enumerate his 
tasks, how well the general practitioner is qualified 
to perform them. We may begin with the pre-em- 
ployment physical examination. This is not a proc- 
ess whereby only the supermen are sorted out for 
employment, but rather a preplacement examina- 
tion. The physician tries to see the prospective em- 
ployee as a whole; he notes his strength and his 
weakness; he sees his good points and his defects. 
He tries to fit this man or woman into the industrial 
picture from a physical and mental standpoint, just 
as the personnel officer does from the standpoint of 
qualifications for the job. He does not reject the man 
because his back is not strong enough to do the 
heavy lifting required of a truck driver, but recom- 
mends that he be given other employment for which 
he is physically and mentally suited. Some of our 
more progressive large industries with diversified 
activities pride themselves on being able to place 


almost every applicant, even the physically handi- 
capped. 

The pre-employment examination may be inter- 
rupted to treat an employee who has been burned. 
The physician does not merely apply Vaseline gauze 
and a pressure bandage, but he asks Mike how he 
was burned. He learns that he put his paint pail into 
the furnace to burn it out and didn’t get out of the 
way in time. The doctor gives him a little good ad- 
vice on safety practices and later discusses the situa- 
tion with the safety engineer and the supervisor. 

The next patient may be a man who has reached 
his 70th birthday and is about to retire. This man 
feels that he has reached the end of the road, and 
nothing lies ahead. The physician must counsel 
him, as Dr. Stieglitz so aptly puts it, “A man must 
retire to—not from, something.” He must endeav- 
or to convince him that there is much ahead of 
him, even though it may not be wise for him to con- 
tinue in his present occupation. 

At this point a group of laboratory workers come 
in for periodic physical examinations and their ty- 
phoid boosters. He calls one employee’s attention 
to her poor teeth, and urges that she consult her 
dentist ; he points out another employee’s high blood 
pressure, and advises that he put himself under the 
care of his family physician. At no time must the 
industrial physician take over the functions of the 
private physician, nor trespass in his field. Those of 
us who have been in private practice appreciate 
this, and act not to displace the family physician 
but to aid and assist him in every way possible. 

An employee may come in asking for an aspirin 
for her headache. A little questioning as to the prob- 
able cause, frequency, and duration of the headache 
is in order. A few more minutes may be consumed 
in having the nurse test the girl’s eyes with the 
Keystone machine. Here a possible cause of her 
headaches may be discovered and she is urged to 
have her eyes examined by a competent ophthal- 
mologist. 

The x-ray technician calls the physician into the 
dark room to look at the wet film he has just taken. 
A complicated fracture is evident. This may well be 
an injury beyond the scope of the industrial physi- 
cian’s training and experience, and he makes ar- 
rangement for the injured employee to be taken to 
an orthopedic specialist where he may be given the 
best treatment possible. It is just as important for 
the industrial physician to be aware of his limita- 
tions as his capabilities, and he owes allegiance to 
his employer, too; he must endeavor to get this man 
back to work in the shortest possible time, with the 
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least permanent disability. He must be ever mindful 
that he is first of all a physician, and he is bound by 
the strict code of ethics which he may not violate 
for any cause. 


Records Must Be Accurately Kept 


The day’s work is not done, for there are the rec- 
ords to be attended to. The physician’s records in 
industry are extremely important, and must be ac- 
curately kept. These records must be treated with 
the same confidence as the private physician treats 
like material. Only if the employee is confident of 
this will he really confide in the physician, and un- 
less he does, the help he can hope to receive from 
the physician is limited. A mutual understanding 
concerning the confidential nature of medical rec- 
ords must be had between the industrial physician 
and management. This is not always an easy matter, 
and much time and patience must go into the edu- 
cation of the lay management concerning medical 
ethics. 

In conclusion, let me say that I am convinced 
that no field of medicine offers a brighter future for a 


physician with a background of general practice 
than this ever broadening field of occupational med- 
icine. Every true general practitioner, or to use the 
more intimate term, “family doctor,” has as his real 
aim in life to do all the good that he can. His is a 
busy life of service and his reward is often not ma- 
terial. His satisfaction is derived from a job well 
done, and the knowledge that perhaps for many this 
world has been a little brighter, a little happier, just 
because of him. One of the few things I disliked 
about private practice was, that in order to live, I 
had to charge my patients for the things I did for 
them, for the care and advice I would so willingly 
have given them. In industry one has the oppor- 
tunity to give without the necessity of receiving 
from the patient more than his appreciation. Cer- 
tainly no man has a better training and background 
for industrial practice than does the family doctor. 


Dr. Kilgus, a member of the American Academy of General 
Practice, is Chief, Division of Health Services for State Employees, 
Connecticut Department of Health. This article appeared originally 
in the Connecticut State Medical Journal, and in the May, 1953, 
issue of Industrial Medicine and Surgery, and is reprinted here by 
permission. 


WE ust drive home the point that there is still a third side of 
medicine. We are going to have to learn to practice not only the 
science and art of medicine, but the citizenship of medicine. We 
are going to have to do away with the notion in some doctors’ 
heads that to be a citizen is to be a medical politician, which is a 
very bad thing. We must bridge the gap between the specialist 
and our general practitioners. 

When we reach the point that our specialists and our various 
allied associations and the many scientific meetings over the state 
are all tied together to one common end, and that end the welfare 
of American medical practice, then surely we will have reached 
Nirvana insofar as the health care of our people is concerned.— 
T. C. Terrewt, M.D., President, Texas Medical Association. 
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Strategic Medical Post to Dr. Keefer 


To AMERICAN medicine in particular, President 
Eisenhower’s recent appointment of Dr. Chester 
Scott Keefer as Special Assistant to the Secretary 
of Health, Education and Welfare is one of the 
most important events of 1953. 

Dr. Keefer’s influence will be felt not only in the 
department to which he is accredited. He will serve 
on the Federal Inter-Agency Council and, in this 
capacity, his experience and prestige are bound to 
exercise impact on the government’s health and 
medical programs in general—military, veterans, 
atomic energy, civil defense, and the others. 

Maj. Gen. Howard Snyder, the President’s phy- 
sician; Dr. Howard A. Rusk, chairman of the 
Health Resources Advisory Committee to the White 
House, and Dr. Keefer now constitute the most 
influential medical triumvirate in Washington. They 
will serve as the President’s chief advisors on 


Dr. Chester Scott Keefer. 


TRENDS AND EVENTS IN THE NATION’S CAPITAL 


national health legislation, medical care benefits of 
veterans and servicemen’s dependents, utilization 
of physicians by the armed forces, and numerous 
other problems that are steadily becoming more 
acute. 

The post which the 56-year-old Dr. Keefer was 
chosen to fill had been vacant ever since its estab- 
lishment last winter, a fact testifying to the difh- 
culty encountered in finding a man of unquestioned 
ability who, from the medicopolitical point of view, 
would be acceptable to all branches of medicine. 
In Dr. Keefer, the Administration is confident that 
it has picked a physician who suits the bill ideally. 

During World War II years, the name Keefer 
was a familiar one to thousands of general prac- 
titioners because his was the responsibility—under 
Federal supervision—of allocating scarce penicillin 
to practitioners and hospitals. In his own city of 
Boston, stronghold of adherents to the philosophy 
of greater Federal participation in medical affairs, 
Dr. Keefer has steadfastly remained aloof from con- 
troversy and his hand thereby is strengthened for 
the arduous duties which lie ahead. 


Service Doctors Now in Ample Supply 


For the last five years—ever since the Pentagon’s 
“moral suasion”’ recruitment campaign of 1948— 
the armed services have been bemoaning a shortage 
of medical officers. In 1950 the doctor draft law 
was enacted as an extraordinary relief measure and, 
a few months ago, it was extended for two more 
years. All of which now puts the Department of 
Defense in a peculiar position, because today the 
military—and Army in particular—has more doc- 
tors than it knows what to do with. 

Three factors enter into this unusual situation: 
(1) The armistice in Korea; (2) the Pentagon’s 
continuing policy of whittling down the ratio of 
medical officers per troop strength and, most im- 
portant of all, (3) a flood of July-August volunteers 
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for commissions, principally by young doctors com- 
pleting their internships and residencies. 

Early in August, the situation had reached the 
point where Department of Defense was thinking 
of back-pedaling on the requisition it had sent to 
Selective Service two months earlier, calling for 
542 physicians to be supplied before the end of 
August. There will be no call-up in September and, 
in fact, Department of Defense officials predicted 
that there would be no more for the remainder of 
this year. They are equally certain that no phy- 
sician in Priority II or Priority [V who is past age 
30 will receive induction orders for at least six 
months. 


Revenue Bureau Settles with Delinquent Doctors 


The Bureau of Internal Revenue recently dis- 
closed details of an income tax compromise case 
which, in dollars, is the biggest in its history where 
a physician was the principal. A Brooklyn, N.Y., 
obstetrician entered into a settlement whereby he 
agreed to pay $300,000 and thereby liquidate a 
government claim totaling $847,608. The Bureau 
charged that shortages in tax payments, together 
with 6 per cent interest and penalties, for the years 
1938-1947, inclusive, amounted to $847,608. 

The obstetrician paid $150,000 in cash and terms 
of the settlement called for payment of the remain- 
ing $150,000 before June, 1954. He is 52 years old 
and has been in practice since 1923, with a net 
income approximating $50,000 for each of the last 
few years. 

At the same time, the revenue bureau made pub- 
lic the findings in six other investigations which 
culminated in compromise settlements with phy- 
sicians. Some of the cases have tragic overtones. 
One involved a young southern general practitioner 
whose career had been hurt, according to the 
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Federal investigator, by immoderate drinking. In 
another case, a midwestern physician had served a 
year in prison and paid a $15,000 fine and $14,500 
in attorney’s fees, subsequently being compelled to 
sell his home in order to settle a $67,000 tax claim 
for $20,000. 

An eastern ear, nose, and throat man, father of 
seven children, settled a $9,318 claim for $6,400. 
Another physician from a border state paid $10,000 
against a claim of $13,906. He is 74 years old and 
in part-time practice. 


New Medical Laws Put on Books 


The closing days of Congress in August wit- 
nessed enactment of a number of laws affecting 
medicine that are worthy of mention. Extended 
for two more years, until June of 1957, was the 
Hill-Burton Act for Federal financial aid to con- 
struction of hospitals. Certain synthetically pro- 
duced analgesics were included within the defi- 
nition of narcotic drugs, for law enforcement pur- 
poses. Congress gave approval to establishment of 
a compact among western states for pooling of re- 
sources to expand training facilities for physicians, 
dentists, nurses, and other professional personnel. 

The 1954 Congress will attack problems of great- 
er national significance. Public hearings are to be 
held on Federal subsidies for voluntary prepayment 
plans. Revision of the social security laws will be 
considered, involving coverage of physicians and 
establishment of permanent and total disability in- 
surance. Another major question to be tackled by 
Congress is that of medical care and hospitaliza- 
tion benefits for veterans whose disabilities are not 
service-connected. Also, Department of Defense is 
expected to propose legislation dealing with gov- 
ernment responsibilities for health care of service- 
men’s dependents. 


UNNECESSARY absenteeism in industry can be checked if family 
physicians take a look at working conditions of their patients be- 
fore prescribing when they should return to the job. “More and 
more the family doctor is engaged to some extent in the practice 
of industrial medicine,” says Dr. Charles F. Shook, Medical Direc- 
tor of the Owens-Illinois Glass Company, Toledo, and an Academy 
member, who is active in developing a program to educate the 
general practitioner in the practice of industrial medicine. 
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Dr. Paul Peck at work on the ana- 
tomic and vascular relations of the 
liver to the neighboring viscera, an 
art task which may require months 
of painstaking work. 


ANATOMY ARTISTS GET SPECIALIZED TRAINING 


Dr. Peck has perfected a method 
of achieving lifelike textural re- 
sults by coating his paper with 
a special surface which is then 
scratched away to be filled in 
with appropriate anatomic col- 
orations. In this way he can 
approximate texture of liver, of 
blood vessel tissue, etc. Hooks 
are placed to show that normal 
position has been altered to af- 
ford better view of areas laid 
back. 


CONVENTIONAL artists begin their careers with still- 
life—bottles, oranges, old scarves. Students at 
Hunter College in New York City start, however, 
with human lungs, kidneys, brains, and a complete ag 
skeleton. They are learning to become anatomy hy 
artists. 

Depicting the parts of the human body for anat- 
omy and physiology texts and treatises to be used 
by medical students and physicians is a highly 
specialized art which relatively few artists can ac- 
complish. 


Artists at work at a New York City firm which makes illustrations 
for medical texts and treatises. At left, lungs; right, an appendix. 
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Dr. Paul Peck lectures a group of 
anatomy artists at Hunter College 
on the fine points of lung anatomy. 
At left is the class “mannikin.” It 
is a working model complete in al- 
most every detail of every organ of 
the human body. It comes apart 
piece by piece for study. Some of 
its organs are on the table at right. 
In right background is the class 
skeleton, a real one which is stud- 
ied for bone detail. Students are 
working on preliminary sketches of 
lung tissues. 


This skill calls for both the ability to set brush to 
canvas, and intimate knowledge of the structure of 
the human body. In addition, the artist must be 
familiar with the various systems of color code 
standardized by medical authorities (blue blood 
vessels depicting venous blood, red showing arte- 
rial blood, etc.) He must, know just which details 
must be shown and which can permissibly be 
omitted in presenting an accurate and helpful 
scientific picture. Though the artistic results thus 
attained are never destined to hang on a living-room 
wall, all of them contain intrinsically more artistic 
merit than is found in much home art. 

The Hunter College class is conducted by Paul 


Peck, a Ph.D. in medical art and science. Dr. Peck 
swerved from his initial intention of becoming a 
physician when his teachers at medical school discov- 
ered his uncanny skill in making anatomical draw- 
ings, a skill extremely rare, and far more difficult to 
find than a good medical student. 

Today, after having given the better part of his 
eyesight to his meticulous craft (more meticulous in 
its infinitesimal exactitude than inscribing the 
Lord’s Prayer on the head of a pin), Dr. Peck is 
teaching a new generation of women artists, so that 
medical publishers and educators may continue to 
turn out precise medical art for the medical pro- 
fession. 


Students working with real skel- 
etal parts and plaster viscera of 
the class mannikin in back- 
ground. Students in foreground 
are examining model of the 
human heart. 
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A model of the human heart is 
discussed by two students. The gir! 
at right has begun a drawing of a 
heart area laid open for examination. 


With a microscope as guide, this artist traces 
details of an individual liver lobule. A draw- 
ing before her helps in her search for proper 
details as she works from the real thing. 


With a human skull, Dr. Peck dem- 
onstrates linkage of the Eustachian 
tubes to the outer ear, during an eye, 
ear, nose, and throat demonstration. 
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Here Dr. Peck and a student work with a 
model of the human eye in greatly enlarged 
scale. Most of the time, students work with 
real autopsy specimens. This model eye 
comes apart to reveal the inner mechanism 
of the orb. 


This student tries the calipers on a human skull as she 
peers through a magnifying glass to determine precisely 
at what point one bone area ends and another begins. 
She is at work on a water-color painting of a brain area 
to be used by medical students later during their studies. 


Working with preserved fetuses, a Hunter stu- 
dent observes embryos in Spaltholz solution, 
which makes specimen almost transparent, with 
separate tone gradations for bone and connec- 
tive tissues. These are six-month embryos. The 
one at left is sagittal section. 


One of the students has advanced to the point 
that she is permitted to work (with compensation) 
at a medical publisher's office. She airbrushes a 
drawing as another Hunter student looks on. 
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BY RALEIGH E. 


ROSS 


One of the most important (and least understood) 
sections of a life insurance policy is the one that 
describes the various ways in which the policy pro- 
ceeds can be paid out. These methods are referred 
to in the trade as ‘‘modes of settlement.” They are 
usually outlined in the last part of the policy. 

Ifa man thinks enough of the future of his family 
(and his own) to buy and carry anywhere from 
$25,000 to $250,000 of life insurance, it seems that 
he could wisely go one step further and make sure 
that it will be paid out in the manner best suited to 
his family’s situation. However, many fail to do this. 
Possibly, in some cases, it is the fault of the life in- 
surance salesman. 

With some salesmen it seems like a thankless job 
to explain the various settlement options. In fact 
some men are perhaps not too clear on them them- 
selves! But such short-sighted, or lazy representa- 
tives are becoming rarer and rarer in the life insur- 
ance sales field. 

In many instances, the insured dismisses any ex- 
planation of the modes of settlement by saying, “Let 
my wife make the choice when the time comes. I’m 
not going to tie it up for her.” 

This sounds sensible, but in many cases does not 
work out. The average widow who has just lost her 
husband is, as a rule, in no mental condition to 
make an important decision of this kind. She is usu- 
ally grateful if she finds the decision has been care- 
fully made for her in advance. 


Wide Choice of Policy Payments 


This is one of the advantages an insurance policy 
has over that other conservative form of investment 
—a good bond. When a bond matures, there is only 
one choice: take the cash. When a policy matures it 
may be paid out in a single sum, or in several other 
ways. Let us describe these modes of settlement 
briefly. You will probably find all of them in your 
policy, but not necessarily under this same number- 
ing system. 

Option 1—The Interest Option. The proceeds to 
be left at interest, either for a definite period of 
years, or until the beneficiary chooses to withdraw 


MULLING OVER THE MODES OF SETTLEMENT 


them. Interest to be paid monthly, quarterly, semi- 
annually, or annually, as specified. 

On policies currently sold the guaranteed interest 
rate on proceeds not subject to withdrawal during 
the year, is 2% per cent. If the proceeds are sub- 
ject to withdrawal during the year, the guaranteed 
rate is 14 per cent 

However, the companies usually pay better than 
this guaranteed rate. For example, during 1952, 
beneficiaries under Option 1 under “2% per cent 
policies” of a large Eastern company are receiving 
at the rate of 2% per cent. On the 1% per cent 
policies they are receiving 2 per cent. In other words 
the Excess Interest Dividend as it is called, is in 
each instance 4 of | per cent. 


Interest Payments Come Under Tax Law 


Are such interest payments subject to income 
tax? Yes, they are. It is much the same as if the 
beneficiary took the principal and invested it in 
Government Bonds. She would pay income tax on 
the interest in that case. 

Option 2—Limited Payment Option. Proceeds to 
be paid out in equal annual, semi-annual, quarterly 
or monthly installments over an even period of 
years (from 2 years up to 30 years). For example, 
60, or 120, or 180, equal monthly installments. 

Interest is added to these installments at the 
guaranteed rate. If you have a $10,000 policy and 
specify that it is to be paid under Option 2 in 120 
equal monthly installments, the usual guaranteed 
monthly installment, under policies sold at present, 
is $92.90. You find that 120 x $92.90 totals $11,148. 
The $1,148 is interest. 

No part of these installments of $92.90 is subject 
to income tax. 

Here’s a question you can ask your insurance 
man—and probably stump him. The answer, how- 
ever, is easy to remember and of practical value in 
connection with life insurance proceeds. Here’s the 
question: “Do you know the 5 - 7 - 9 - 18 rule in 
Life Insurance?” 

Your agent will probably say, “No,” then gasp at 
your knowledge as you explain: 
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“Each $1000 of proceeds left under the install- 
ment option will pay out approximately as follows: 

$5 a month over 20 years 

$7 a month over 15 years 

$9 a month over 10 years 

$18 a month over 5 years. 

‘That, young man, is the five, seven, nine, eighteen 
rule in life insurance.” 

Now let’s consider Option 4—periodic install- 
ments of a fixed amount. We are skipping Option 3 
momentarily, because Option 4 is so similar to 2. 

Under Option 4, instead of having an even period 
of years (and probably an odd amount of each pay- 
ment), you have even payments and probably an odd 
number of years and months. 

For example you direct: ‘Pay my $10,000 pro- 
ceeds (and interest) in monthly installments of $100 
each as long as the total sum will last.” Under this 
option your beneficiary would receive about 110 
monthly installments—a total of $11,000. Again, the 
$1,000 is interest and, from the income tax view, 
exactly like the interest under Option 2. In other 
words no tax on the 110 installments. 


Double Accident Clause Lengthens Payments 


It is interesting to note the effect of ‘double acci- 
dent” in the two $10,000 examples above. If the in- 
sured is killed by accident the proceeds are $20,000. 
Under Option 2 this would have the effect of dou- 
bling each monthly installment, $185.80 instead of 
$92.90, with the total guaranteed $22,296 instead 
of $11,148. However, under Option 4 the effect 
would be to pay over twice as many installments of 
$100 each—249 instead of 110. 

Now, let’s return to Option 3 commonly referred 
to as the “Life Income Option.” 

Under 3, the proceeds are paid in equal periodic 
installments guaranteed during the entire life of the 
beneficiary. The size of the installment (per $1,000 
of proceeds) depends on two things: 

1. the age of the beneficiary (nearest birthday) 
when the installments begin 

2. the further guarantee in case the beneficiary 
dies—10 years certain, 20 years certain, or refund 
certain. 

For example, Dr. A has a $10,000 policy which 
he has specified shall be paid to his wife as a life 
income in monthly installments under Option 3— 


10 years certain. She is 65 when the doctor passes 
away. She will receive $54.70 monthly. If she passes 
away in, for example, six years the income will con- 
tinue to a secondary beneficiary for four more years 
—the remainder of the ten-years-certain period. 

If 20-years certain had been specified, she would 
receive $46.30 monthly. 

If refund certain was selected, her income would 
be $49 monthly. The Refund Certain means that in 
case the beneficiary, Mrs. A, should die before she 
has received the entire $10,000, then the income 
continues beyond her life until the full remainder 


has been paid. 


Use of Right Option Enhances Insurance 


So here you have four very valuable options in 
your policies that are at your service. Using them 
does not increase your premium (or diminish your 
dividends) in the slightest. It is a method of making 
more certain that your life insurance will provide 
for your beneficiaries the continuing protection you 
have a right to expect from it. 

Many times two modes of settlement can profit- 
ably be used in the same policy. For example, Dr. 
A might stipulate that if his policies should mature 
(through his death) when his wife was younger than 
65 then they should be placed under the Interest 
Option and interest only paid her until she reached 
65 when they were to be transferred to Option 3— 
the Life Income Option. Such an arrangement is 
quite often made. 

The value of using the Optional Modes of Settle- 
ment was admirably illustrated in the actual case of 
Dr. X (see GP for November, 1950, page 86). 

Briefly, Dr. X had insurance that would pay out 
$120,000 in cash. Through judicious use of the op- 
tions (Numbers 1 and 3) these same policies were 
so arranged that they would guarantee over a period 
of years a minimum of $168,000. The increase was 
exactly 40 per cent. 

Is your insurance (like Dr. X’s before his insur- 
ance program was arranged) only about 60 per cent 
efficient? This may well be the case if you’ve been 
overlooking the options. 

Possibly an early conference on this matter with 
your insurance counsellor would prove very valu- 
able to you. Get full value out of the protection 
you are paying for. 
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Modern electrical keyboards flash bond and stock infor- 
mation on quotation board at the New York Stock Exchange. 


THE FAMILY PHYSICIAN MEETS WALL STREET 


BY WILLIAM 1. LA TOURETTE 
Security Analyst, Shearson, Hammill & Co. 


Investment Program Should Be Balanced 


Srocks and bonds are among the most attractive 
media of investment, not only because they afford 
an extremely high degree of liquidity but also be- 
cause a balanced program of investing in securities 
may be tailored to meet specific individual needs 
and desires. Common stocks offer a higher-than- 
average return as well as possibilities for capital ap- 
preciation, while fixed income securities are well 
suited for the preservation of capital in periods of 
generally depressed business conditions. If a doctor 
meets the several tests which should be made pre- 
requisites for investment—(1l) ample capital to fi- 
nance his practice; (2) home and office equipment 
paid for; (3) adequate insurance, and (4) a cash re- 
serve fund to provide for contingencies—he should 
definitely consider investing in securities. 
Individual investment policies may be tailored to 
emphasize capital appreciation, income, or a com- 
bination of both, depending on the doctor’s desires 
and tax status. An investment policy which stresses 
capital appreciation over a period of years requires 
the selection of so-called “growth stocks”—shares 
of companies which are in marked stages of growth. 
Growth stocks as a whole sell at relatively high 
prices in relation to earnings and provide low divi- 
dend returns, but investment experience with 
growth stocks over a long period of years has been 


excellent. A policy of investing for income concen- 
trates its selections among companies in relatively 
“depression-proof” industries which may reason- 
ably be expected to maintain their dividends 
throughout the swings of the business cycle. A bal- 
anced investment program includes a reasonable 
proportion of fixed-income securities as well as 
common stocks, and its goal is to provide a better- 
than-average return and degree of capital apprecia- 
tion, together with a minimum of risk. The appor- 
tionment of investment funds among senior securi- 
ties and common stocks in a balanced investment 
program is made not only in accordance with the in- 
dividual investor’s objectives but also with a reas- 
oned appraisal of the timing factor. 

While timing the purchase of securities is a difli- 
cult problem with no simple rule for easy success, 
there are several policies which have proved suc- 
cessful in offsetting the risk of cyclical price fluctu- 
ations. A combination of diversification of securities 
among various industries, careful selection of in- 
dividual issues, and adherence to the principle of 
“dollar averaging” may be expected to yield sub- 
stantially better-than-average investment results, 
particularly when supplemented by the guidance of 
professional investment counsel. The professional 
investment advisor offers a detached perspective 
which the doctor-investor cannot alone attain. In 
addition to assuming the responsibility for the 
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management of the doctor’s funds, the investment 
advisory service of New York Stock Exchange mem- 
ber firms provides such helpful services as the cus- 
tody of securities; collection and remittance of div- 
idends and interest at monthly or quarterly intervals ; 
and the preparation of income tax returns. 


Avoiding Investment Pitfalls 


There are many common “investment pitfalls” 
which the doctor-investor can avoid through the 
application of a few elementary investment princi- 
ples, plus plain common sense. One of the most im- 
portant “‘do’s” for the doctor-investor is to obtain 
competent professional investment advice, such as 
that offered by New York Stock Exchange member 
firms which maintain extensive research and invest- 
ment advisory departments. Professional diagnosis 
of a security by an experienced analyst is somewhat 
analogous to that of the diagnosis of a patient by a 
doctor; it can arrive at the proper prescription of 
investment advice for the present, and also prevent 
many ills in the future. 

Among the “‘don’ts” of investing, the “hot tip” 
type of advice ranks high on the list of investment 


pitfalls. Making an investment involves important 
decisions, and the facts should be thoroughly in- 
vestigated before any commitment is made. Invest- 
ing on the basis of value—as measured by earnings, 
dividends and assets in relation to price—is a time- 
tested formula for investment success, while specu- 
lating on the basis of “tips” and “inside informa- 
tion” often leads to the financial headaches which 
arise from the ownership of a marginal security. 
Another pitfall to avoid is high price; the stock of 
even the most outstanding growth company can 
become over-priced and, on the other hand, the 
stock of a marginal company can be attractive if the 
price is low enough. 

A balanced investment portfolio consisting of 
senior securities as well as common stocks, and in- 
cluding a diversified list of individual issues which 
have been carefully selected with the help of profes- 
sional investment counsel, will provide the doctor 
with a good dividend income and also provide cap- 
ital gains possibilities without undue risk. 


This is the ninth and concluding article in a series designed 
to acquaint the doctor with fundamental principles and policies 
for investing in securities. 


“You saw this flying saucer in your own kitchen?” 
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Dock-Mandelbaum and Mandelbaum’s 


The Application of the Direct Ballistocardiograph to Clinical Medicine 


Ballistocardiography as a diagnostic medium is opening up a new field 
and new concepts in disease. More and more physicians are recog- 
nizing its importance—and we are happy to answer the growing need 
for proper instruction in this method of diagnosis with a book written 
by three clinicians with wide experience in its use. 

For those who are unindoctrinated in the method—for those who 
want to know what to do as well as what not to do in order to get 
accurate and effective tracings—BALLISTOCARDIOGRAPHY will be a use- 


© EXAMINATION of the heart is complete without 
an estimate of its function and without practi- 
cal knowledge gained by the ballistocardiograph in 
terms of what the patient is capable of in work and 
activity. The ballistocardiograph does not replace the 
electrocardiograph—it merges and supplements the 
information. 

This new book emphasizes the relation of the 
ballistic impulses experienced by the body to the 
waves of pressure and blood flow set in motion in 
the heart and great vessels by systolic activity and 
diastolic relaxation of the auricles and ventricles. 
You will find repeated discussion of phases of cardiac 
activity which were unknown or scarcely noted until 
recent years. 

Because these matters are unfamiliar to many 
doctors—not to be found in monographs on the 
heart or on clinical physiology—the authors have 


By WILLIAM DOCK, B.S., M.D., F.A.C.P., Prof 


ful and time-saving book. 


given these discussions much space. Not only in the 
earlier chapters on the genesis of the ballistic waves 
and their abnormalities, but again in the sections 
devoted to the patterns observed in diseases of spe- 
cific origin. 

The book is carefully written by three authors 
with extensive clinical experience in the use of the 
ballistocardiograph. As a matter of fact, the manu- 
script was rewritten many times before the authors 
were satisfied with an entirely new presentation of 
this method of physical examination. It will be useful 
to cardiologists, internists, general practitioners—and 
to those interested in industrial and insurance medi- 
cine because of the comprehensive, basic descriptions 
applicable to function both in normal and in diseased 
states of the heart. 

The illustrations are numerous and clear, with 
unusually descriptive captions. 


of Medici 


State University 


Medical Center at New York City, College of Medicine; HARRY MANDELBAUM. 
M.D., F.A.C.P., Lecturer, State University Medical Center at New York City, College 
of Medicine; and ROBERT A. MANDELBAUM, B.A., M.D., Assistant in Medicine 


Springs and Forces 


Ballistocardiographs and Technics For Their Pattern 
se 


The Jewish Hospital of Brooklyn. 293 pages, 153 illustrations. Price, $9.50. 


CONTENTS 
jects and Some Factors Which Modify the 


The Ballistic Patterns in Patients With Con- 
genital and Acquired Valvular Lesions, 


Diagrams of Cardiac Structure and Func- 


tions 

The Physiological Ballistocardiogram 

The Effect of Respiration on the Ballisto- 
cardiogram 

The Changing Ballistic Pattern in Disease 

Taking and Standardizing the Ballistocar- 
diogram 

Reading and Classifying the Ballistocardio- 


gram 
The Ballistocardiogram in “Normal” Sub- 


The Ballistic Pattern Resulting From Pul- 
monary Diseases, and Disorders Affecting 
Minute Volume Flow 

The Ballistocardiogram in Patients With 
Acute Myocarditis or With Heart Failure 
With Normal or Reduced Cardiac Output 

The Ballistocardiogram in Patients With 
Disease of the Coronary Arteries 

The Ballistic Patterns in Patients With Arte- 
rial Hypertension 

The Effect of Smoking on the Ballistocardio- 
gram 


Please send me: 


{_] Enclosed find check. 


Name 


THE C. V. MOSBY COMPANY, 3207 WASHINGTON BLVD., ST. LOUIS 3, MISSOURI 406 


Dock-Mandelbaum and Mandelbaum’s BALLISTOCARDIOGRAPHY—$9.50 


Charge my account. 


and in Pericarditis ; 
The Ballistocardiogram in Patients With 
Conduction Defects and Cardiac Arryth- 


mias 

The Ballistocardiograph in Surgery, Obstet- 
rics, Industrial Medicine, and Insurance 
Examinations 

The Calculus and the Condenser 

The Construction of Simple Photoelectric 
and Electromagnetic Ballistocardiographs 

Quantitative Aspects of Ballistocardiography 
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Physiological and Therapeutic Effects of Corticotropin (ACTH) 
and Cortisone. By Dwight J. Ingle, Ph.D. and Burton L. 
Baker, Ph.D. Pp. 172. Price, $5.50. Charles C Thomas, 
Springfield, Ill., 1953. 

Here are about 140 pages on one of the most discussed 
topics in modern medicine. This small text is intended 
for the physician and graduate student who is seeking 
orientation in the field of steroid compounds without 
having to read the voluminous literature on the subject. 

The monograph is expertly compiled and well written. 
Its bibliography is complete and yet not overwhelming. 
The authors, however, are Ph.D.s and consequently the 
text possesses a strong laboratory slant which is some- 
what compensated by the few chapters prepared by clin- 
ical investigators. 

The uses of cortisone and ACTH are clearly stated 
but many pages are still in the realm of conjecture. This 
might provide manna for the investigator but is time- 
consuming detail for the active practitioner unless he is 
a student of endocrinology and metabolism. 

—A. R. Marsicano, M.D. 


Practice of Psychiatry. By William S. Sadler, M.D. Pp. 1,183. 
Price, $15.00. The C. V. Mosby Company, St. Louis, 
1953. 


This book is a very complete volume on psychiatry. 
It is very thoroughly indexed, and contains a glossary of 
psychiatric and psychologic words which also seems to 
be quite thorough. 

The author seems to have something to say on almost 
every conceivable subject in the realm of psychology 
and psychiatry. Many of the subjects are treated quite 
practically; however, many are treated academically. 
The book should be valuable for a reference text. For 
reading, I found the sentences and paragraphs rather 
difficult to follow. A typical sentence is: ‘They [a mas- 
terful group of mental habits] represent certain groups 
of ideas which seek, not only to free themselves from 
personality sovereignty, not only to be independent of 
all other mental processes, but ultimately to dominate 
others, to exercise more or less complete control.” 

Many subjects are treated too briefly and sketchily. 
For instance, impotence and frigidity are treated in one 
page. Enuresis is treated in little less than a page and a 
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half. I also found both discussions rather trite and of 
little practical value in the handling of patients suffer- 
ing from these conditions. Under some headings the 
author discusses therapy ; sometimes he omits discussion 
of therapy. For example, he discusses worry and chronic 
fatigue syndromes but he does not offer any treatment 
for them. Too often when he does discuss therapy, he 
advises giving advice such as telling the maladjusted 
patients to “avoid being envious,” or “be willing to face 
the fact”’—in most emotional conflicts a totally out- 
moded and utterly useless procedure. 

Under the treatment for hypochondriasis, the author 
recommends association with children, horseback riding 
and training pets, gardening, hobbies, living out of 
doors, and forming habits of doing things regularly and 
systematically. All good advice, but never accepted by 
the hypochondriac, and just the kind of thing that con- 
firms them more deeply in their hypochondriasis and 
makes them continue to be the chief support of quacks 
and fakers. 

In the discussion of migraine, the author hardly seems 
aware of the current concepts of etiology and psychiatric 
means of relief of this condition. He says, ‘Migraine is 
one of the most directly inherited of all nervous dis- 
orders.” Under therapy he recommends the old-fash- 
ioned approach of first having the eyes examined, next 
the nose, the throat, and the ears, then metabolism, 
constipation, and the general situation of the abdomen 
and pelvis. 

I am unable to give this book my hearty approval. 
—SrTanety R. Truman, M.D. 


Office Management of Ocular Diseases. By William F. Hughes, 
Jr., M.D. Pp. 452. Price, $9.00. The Year Book Pub- 
lishers, Inc., Chicago, 1953. 


Although the title of this book would indicate its 
practical value in the management of eye diseases in the 
office, there is relatively little presented in a manner 
useful to the general practitioner. 

Almost every chapter calls for the use of special 
equipment not possessed by the majority of physicians 
in general practice. Various prisms, a stereoscope, a 
Worth amblyoscope for the detection of malingering, 
the McBeth easel lamp for color vision, a lensometer, 
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vertometer, retinoscope, and refractoscope for refrac- 
tion are only a few examples of special equipment neces- 
sary to carry out the procedures discussed. 

The chapters most useful to the physician in general 
practice are those on eye infections, foreign bodies, and 
a study of the fundus with the ophthalmoscope. In ad- 
dition, there is an excellent and useful ophthalmic 
formulary which lists the concentration and dosage of 
all types of drugs used in the treatment of the eye. The 
book is well illustrated, attractively bound, and printed 
in large clear type on high quality paper. 

—Atsert S. Dix, M.D. 


Body Temperature. Its Changes with Environment, Disease and 
Therapy. By W. A. Selle, Ph.D. Pp. 112. Price, $3.50. 
Charles C Thomas, Springfield, Ill., 1952. 


Most of us at some time, a few years after graduation, 
express a nostalgic desire to “brush up” on physiology. 
This monograph furnishes us a chance to review the 
sometimes misunderstood mechanism of body heat 
control. 

While not purporting to present original work in this 
volume, it does first group the generally known, com- 
monly understood aspects of physiology which are 
concerned with body temperature. Much of the more 
recent work in this field is reviewed, and the vast ex- 
perience growing out of the recent war, such as the 
study of immersion foot, heat and cold allergies, even 
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the diabolical experiments at Dachau, is considered. 
An evening with this book will bring you up to date 
on the subject. —Francis T. Hopces, M.D. 


Symptoms and Signs in Clinical Medicine. By E. Noble Cham - 
berlain, M.D. Pp. 480. 354 illus. Price, $8.00. The Wil- 
liams and Wilkins Company, Baltimore, 1952. 


This book is intended, primarily, to serve as a teach- 
ing guide for medical students, to bridge the gap be- 
tween their studies in the basic sciences and clinical 
medicine. 

Correlation of clinical symptoms with physical diag- 
nosis and basic pathology of a body system, to which 
these symptoms point, is achieved with considerable 
merit. 

Ways to increase the horizon of diagnostic possibil- 
ities, as well as to sharpen the physician’s acuity, are 
presented with clarity by the author. The chapter on 
**External Characteristics of Disease” is an example of 
establishing a diagnosis by looking and properly inter- 
preting what you see. 

Chapters on symptoms, physical signs, and examina- 
tion of the respiratory, cardiovascular, urinary, diges- 
tive, hemopoietic, and nervous systems follow. 

The chapter on “The Examination of Sick Children”’ 
is especially recommended for its practical suggestions 
in establishing quick rapport between the doctor and 
the child. 
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Under “Medical Operations and Investigations,” 
various procedures such as abdominal, paracentesis 
venipuncture, and pleural paracentesis are described. 
One wonders, however, whether cisternal puncture or 
Lipiodol bronchography comes within the competence 
of the average house physician. 

To confirm the diagnosis, the concluding chapters on 
radiology and clinical pathology and biochemistry are 
adequately covered. 

The book is well illustrated with drawings and photo- 
graphs. This volume is beautifully printed and well 
bound. The type is large and makes for easy reading. 

For the busy general practitioner, this monograph 
furnishes an excellent refresher course. Dependent as 
he is upon the sharpened use of his five senses, the 
family doctor can with pleasure and profit spend time 
in reading this volume. —Louis H. Weiner, M.D 


Clinical Applications of Suggestion and Hypnosis. By William T. 
Heron, Ph.D. Pp. 132. Price, $3.75. 2nd Ed. Charles C 
Thomas, Springfield, Ill., 1953. 


With interest increasingly directed toward the psychic 
origin and treatment of many human ailments this mono- 
graph by Dr. Heron is very timely in presenting the 
benefits of suggestion and hypnosis when properly 
applied clinically. 

The book is dedicated to physicians, dentists, and 
psychologists and specifically stresses it must not be 
released to the laity for possible harmful use. The author 
designed it as a practical handbook with short chapters 
covering suggestion and suggestibility with general in- 
structions in the professional use of hypnosis, including 
methods of induction, the depth of hypnosis, proper 
selection of patients, and precautions to be observed in 
utilizing hypnosis. 

Several case histories are cited, especially pointing up 
the value of hypnosis to dentists in treating apprehen- 
sive, fearful patients. In addition, a short bibliography 
gives recommended references covering hypnosis for 
use in 1) prevention, chiefly of pain and fear, 2) an ex- 
perimental tool, and 3) in therapy. 

As physicians are constantly using suggestions in 
treatment, whether they realize it or not, this short, 
readable book will give impetus to the orderly use of 
this form of therapy which can be of value to both pa- 
tient and physician. —Ivan C. Heron, M.D. 


The Pharynx. Basic Aspects and Clinical Problems. By A. R. 
Hollender, M.D. Pp. 550. The Yearbook Publishers, Inc., 
Chicago, 1953. 


This 550-page book is a complete text on the pharynx, 
‘a multistructured organ that is not an isolated one.” 
Reading it is not easy because of the detail. The basic 
aspects such as anatomy, physiology, pathology, and 
bacteriology are included in section I. Section II deals 
with the clinical aspects. 

The author felt that the scope of this text was too 
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large for any one author. Thus, twenty contributors 
comprise the authorship. Numerous charts, drawings, 
and photographs adequately supplement the writings. 

The portions of this book most interesting to the gen- 
eral practitioner are the section dealing with tonsillitis 
and tonsillectomy and the section on miscellaneous 
considerations. The latter covers such topics as the 
questions of T and A in the allergic child, the relation 
of T and A to poliomyelitis, and the tonsil problem in 
rheumatic fever. The practical aspects of these dis- 
cussions are, needless to say, important to the general 
practitioner. 

The average busy general practitioner would not take 
the time to read this work thoroughly, but it is recom- 
mended as an excellent reference text. 

—Joun G. Watsn, M.D. 


Intracranial Aneurysms. By Wallace B. Hamby, M.D. Pp. 564. 
Price, $14.25. Charles C Thomas, Springfield, Ill., 1952. 
This book is well and painstakingly written and is 

replete with a multitude of very enlightening diagrams, 

drawings and photographs. 

The book opens with the general consideration of the 
anatomic relationship of the vascular system of the 
brain, particularly that around the circle of Willis and 
its relationship to other important intracranial struc- 
tures such as cranial nerves. From there a detailed de- 
scription of the embryologic development of the circle 


of Willis and its connection, together with a multitude 
of regular abnormalities and anomalies, are considered 
in developmental detail. 

Physiologic aspects are then dwelt upon at consider- 
able length as they apply to intracerebral circulation. 
This is supplemented by case reports from the author’s 
personal experience as well as from the experience of 
other well known and notable neurosurgeons. The re- 
lationship of intracranial vascular anomalies to such 
commonplace affectations as tic douloureux, visual dis- 
turbances, diplopia, exophthalmos, and the like is con- 
sidered in great detail and documented by case reports. 

Each chapter is prefaced by a little historic sketch of 
some notable contributor to the field of neurosurgery. 

The section in the remaining portion of the book deal- 
ing with precise diagnosis, as well as definitive treat- 
ment of carotid and related aneurysms, is, of course, 
well done but highly technical. All acceptable pro- 
cedures for the attack upon intracranial vascular anom- 
alies are included, whether they are a matter of the 
author’s experience or the experience of other neuro- 
surgeons. The complications of vascular anomalies in- 
cluding both aneurysms and arteriovenous communica- 
tions are considered at great length in the middle chap- 
ters of the book. Also included are the diagnostic cri- 
teria and the various definitive operations which have 
been suggested and carried out. 

While this book is of extreme interest to the neuro- 
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surgical fraternity, it is very difficult reading, or slow 
reading, because it is highly technical and precisely 
anatomic or embryologic in context throughout its de- 
scriptive portions. 

However, by reason of its numerous and well-illumi- 
nated historical sketches relative to the vascular situations 
within the cranium, it is of considerable interest to any 
hobbyist in medical history. 

For the general practitioner, this book carries the 
message of emphasis upon the frequency with which 
vascular anomalies occur and the protean symptoma- 
tology which they may assert in their prodromal phases 
before rupture, leakage, or other complications bring 
them forcibly to the attention of the neurologist or 
neurosurgeon or general practitioner. 

—F. A. Carmicuakt, Jr., M.D. 


B-Vitamins for Blood Formation. By Thomas H. Jukes, Ph.D. 
Pp. 113. Price, $4.00. Charles G Thomas, Springfield, 
1952. 


As the title indicates, this little book is concerned 
with the role of the B-vitamins in blood formation, and 
a wealth of material is presented in this connection. An 
excellent introductory section reviews the megaloblastic 
anemias. Subsequent chapters deal in detail with the 
vitamins involved, chiefly folic acid (pteroylglutamic 
acid) and the vitamin By: group of compounds. Addi- 
tional chapters discuss the “intrinsic factor,” folic acid 
antagonists, and the citrovorum factor. 

This book should be of value to all who are interested 
in the anemias, and certainly to general practitioners 
who daily encounter the problems that are discussed. 
The practicing physician cannot fail to wonder at the 
tremendous advance in the scientific knowledge of this 
field during the past decade, and should feel a personal 
satisfaction in bringing his own information up to date. 

The publishers have apparently taken considerable 
pains in preparing the book: the printing and typog- 
raphy are excellent, and illustrations are nicely repro- 
duced. One might wish that the author had been more 
liberal in the presentation of graphic formulas for those 
of us who lack his facility in organic chemistry. Each 
chapter carries an extensive bibliography. 

This reviewer feels that the book might have been 
more effective if its over-all organization had been 
planned with more purpose and imagination, and if 
each chapter had ended with a review summary. Minor 
criticisms aside, this book can be recommended for 
general practitioners and others. 


—Jesse D. Rusinc, M.D. 


Hypnosis in Modern Medicine. By Jerome M. Schneck, M.D. 
Pp. 323. Price, $7.50. Charles C Thomas, Springfield, 
Ill., 1953. 


In spite of Svengali, some vaudeville stunts, and 
Freud’s unfavorable attitude toward hypnosis, this aid 
to medical science has been under steady, but quiet, 
investigation by the careful scientists. It would appear 
that hypnosis is about to be evaluated, placed in its true 
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position and given to practicing physicians as a valuable 
medical method. 

This book is composed of chapters by the editor and 
ten other contributors. It has been written as an intro- 
duction to the present status of hypnosis as practiced in 
psychiatry and in other specialties, by those who are 
familiar with hypnosis. Each of the authors has pre- 
sented his experience with hypnosis in his specialty. 
This includes chapters on dentistry, internal medicine, 
obstetrics and gynecology, anesthesia, surgery, derma- 
tology, psychiatry, and child psychiatry. 

The first chapter is on history and brings hypnosis 
up to date. The reader might read the chapter on “Hyp- 
nosis in Psychiatry” first, and then the chapter on hyp- 
nosis in his specialty; he would then be interested, we 
are sure, in reading the book as a whole. 

The book was written to give the physician a back- 
ground for using hypnosis in his practice. It is agreed 
that hypnosis can be a risk to the patient, and it is 
probable that before using it, particularly in the area of 
psychiatry, one should have a solid background in the 
realm of psychiatry. The act of hypnosis is so simple to 
perform and can easily contribute so much to the prac- 
tice of medicine that your reviewers are astounded that 
medical teaching has avoided this subject. This book 
should be assigned reading for those who have not had 
instruction in hypnosis in medical school. Every phy- 
sician should at least read the chapter on hypnosis in 
psychiatry and the one on his own specialty. 

We recommend this book highly as interesting read- 
ing and as important information for the physician who 
wishes to be fully rounded out in his medical knowledge. 

—Srantey R. Truman, M.D. 
—NMeEtvin S. Donatpson, M.D. 


The Book of Health. A Medical Encyclopedia for Everyone. 
Compiled and edited by Randolph Lee Clark, Jr., M.D. 
and Russell W. Cumley, Ph.D. Pp. 898. Price, $10.00. 
Elsevier Press, Inc., Houston-New York, 1953. 

Here is an epoch-making book, a fount of informa- 
tion and a work of art. Dr. Clark, Director of the M.D. 
Anderson Hospital for Cancer Research in Houston 
and Professor of Surgery in the Post-Graduate School 
of Medicine of the University of Texas, and Dr. Cum- 
ley, Editorial Department Director of the Anderson 
Hospital and Professor of Medical Journalism at the 
University of Texas Post-Graduate School of Medicine, 
have pooled their talents plus the advice and contribu- 
tions of hundreds of writers, artists, photographers, 
and distinguished medical specialists, to make avail- 
able to the public this handsome, one-volume com- 
pendium of medical knowledge, written understand- 
ably for the layman and profusely and beautifully 
illustrated. The advisory board and editorial board 
read like a “Who’s Who” of distinguished teachers. The 
book comes from the presses on September 23. 

The medical profession will find little to criticize in 
the content or aim of this monumental work. It is 
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neither a substitute for the physician ner a home 
remedy treatise. Its purpose is to create a well-informed 
and intelligent patient who can understand his doctor 
and co-operate with him in building a sound physician- 
patient relationship. In telling the reader what he can 
do to help keep himself, his family, and his community 
free from disease, and in making the reader realize 
how good are his chances for recovery from most 
diseases if he is well informed and acts promptly and 
intelligently, the book fulfills a useful social function. 

In the modern world, medical information is no 
longer a trade secret. Newspapers and popular maga- 
zines keep their readers so steadily informed of latest 
progress that some of their printed material is pre- 
mature, unreliable, or guilty of raising false hopes in 
the public breast. The Book of Health presents only 
factual and verified material, and does it so graphically, 
both in text and illustration, that it becomes crystal 
clear. Twenty-four pages in full color deal with body 
functions. More than fifty picture series treat subjects 
like childbirth, infantile paralysis, first-aid, etc. In all, 
there are more than 1,400 illustrations in the book. And 
each chapter lists the authorities who have edited that 
material. 

The Book of Health is a new type of medical en- 
cyclopedia, a fine addition to medical writing, a prime 
source of information to the patient, the medical stu- 
dent, and all auxiliary workers in the medical field. This 
reviewer has long admired the extraordinarily able job 
Drs. Cumley and Clark have done in the publications 
they edit in the field of cancer and psychiatry. Here is 
an added and fitting monument to their superior talents. 

—Mac F. Canar 


Familial Nonreaginic Food Allergy. By Arthur F. Coca, M.D. 
Pp. 279. Price, $10.50. 3rd Ed. Charles C Thomas, 
Springfield, Ill., 1953. 

This is the third edition of this work. The reviewer 
wishes that he could cover the book thoroughly enough 
to hazard an opinion as to which parts of Dr. Coca’s 
contributions to allergy will last for all time and which 
parts will not. As most physicians know, Dr. Coca has 
strong views, and somewhat unusual ones, about 
allergy. Allergy is a dangerous game to get into be- 
cause a man becomes so enthusiastic about some of the 
remarkable therapeutic results he gets that it is very 
hard for him to keep his feet on the ground and refrain 
from assuming that a lot of diseases such as essential 
hypertension, migraine, glaucoma, multiple sclerosis, 
and some psychoses are due to allergy. Unfortunately, 
the more diseases a man claims he can cure with diet 
the less his medical brethren are going to believe in him. 

Probably one can sum up the problem of Dr. Coca’s 
work by what he said in the preface to the second 
edition. He wrote, “I plead a considerable provocation 
at the hands of many personal acquaintances among 
experienced allergists and other medical specialists, 
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from whom I could reasonably expect at least an un- 
prejudiced hearing, if not a generous co-operation.” 
Obviously Dr. Coca has had difficulty converting his 
fellow allergists to his views; and if he can’t convert 
them, he has small chance of converting many who 
haven’t much faith in allergy. 

As Dr. Coca goes on to say, “The attitude of most of 
these towards the first edition of this monograph has 
been that of a skepticism so uncompromising that I 
have not even been invited to demonstrate the new 
methods of examination prescribed therein. ... The 
reason for it is that the medical profession is again 
faced with scientific findings and their consequences 
that are so far out of line with settled concepts as 
apparently to represent the impossible.” 

One trouble, of course, with most enthusiasts like 
Dr. Coca is that their books are far from models of clear 
exposition. It would be bad enough for the man if his 
book were clearly written. For instance, as this re- 
viewer searched through the book, trying to find out 
quickly and exactly what Dr. Coca’s technique is for 
the recognition of allergens, he had trouble. He thought 
the method should be well described in the first chapter 
but actually that chapter is a classification of allergies. 

One finds in the index “The Art of Interpreting the 
Pulse-Diet Record” on p. 51. However, on looking 
through that page, one doesn’t find any clear descrip- 
tion of the method. A little more can be found on p. 
31 and on p. 189. As nearly as the reviewer can figure 
it out, a food is given and if the pulse later goes up, it 
means that this food is the important allergen which is 
causing the disease. 

One gains the impression that Coca thinks that 
allergy has to do with hypertension, common colds, 
cancer of the breast, multiple sclerosis, and glaucoma! 

On p. 49 one finds the remarkable statement that 
some persons are so sensitive to so many foods that 
one can hardly keep them alive but “fortunately an 
escape from this dilemma ... has been found in con- 
servative sympathectomy”! This operation Dr. Coca says 
he had performed on himself when he was left with only 
one food, lean beef, which he could eat. 

As readers will by now have guessed, this is not an 
ordinary book. —Watrer C. Atvarez, M.D. 


Tumors of the Orbit and Allied Pseudo Tumors. By Raymond 
G. Ingalls, M.D. Pp. 384. Price, $11.50. Charles C 
Thomas Co., Springfield, Ill., 1953. 


This is an excellent book that considers in detail the 
problem of orbital tumors. Its use to general practice 
would be quite limited, however. The book is of con- 
siderable value to ophthalmologists or other physicians 
who treat tumors about the face. It is well written with 
a good index and reference list. Its limitations are not 
in the quality of the material but rather in the subject, 
which, although important, is not common. 


—A. N. Lemoune, Jr., M.D. 
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Kansas City and Ohio Make Building Fund News 


Tue biggest Building Fund news during July was 
the action of the Kansas City chapter—a pledge of 
$1,000 to be paid in four annual installments, be- 
ginning with 1953! This is not a combination of 
individual contributions (Kansas City members have 
already contributed over $2,000), but comes from 
the chapter treasury. So the Kansas City group is 
the first chapter below the state level (Tennessee 
contributed $1,000 last year) to make a contribu- 
tion of this size. 

In presenting the first annual check to Dr. Milton 
Casebolt, a member of the National Building Com- 
mittee, Dr. Jesse Rising, president of the Kansas 
City chapter, said: “Those of us who live here in 
the headquarters city have an opportunity to see 
how sorely this new building is needed—how much 
the lack of adequate working space hampers the 
Headquarters Staff in serving the needs of our 
national organization.” 

Dr. Casebolt thanked the chapter officers, on be- 
half of Dr. Fowler and the Building Committee, 
and expressed the hope that “this action will stim- 
ulate a number of other chapters—state, regional, 
and city—to vote contributions of similar or pro- 
portionate amounts.” He pointed out that all chap- 
ters, as integral parts of the American Academy of 
General Practice, have a proprietary interest in the 
prompt completion of our Headquarters Building 
equaling or exceeding the interest of the individual 
member. 

Another $1,000 pledge came out of Kansas City 


during July—this one from Marion Laboratories. 
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Dr. Jesse D. Rising, president of the Kansas City Academy of 
General Practice, turns over to Dr. Milton B. Casebolt, of the 
Building Committee, the first payment on the chapter’s $1,000 
pledge to the Building Fund. Dr. Hugh A. Gestring (left), chap- 
ter vice-president, and Dr. Richard R. Becker, secretary, complete 
the delegation which made the presentation at Academy Head- 
quarters. 


Mr. E. M. Kaufman, general manager of the pharma- 
ceutical firm asked permission to make the con- 
tribution as an expression of his company’s faith 
in general practice and deep interest in the Acad- 
emy. 


Ohio Takes Over First Place 


The rosy glow that radiates from Dr. George 
Lemon of Toledo, Ohio, these days doesn’t come 
only from his thatch of red hair. He is, figuratively, 
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quicker set-ups, greater flexibility. 
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me LIEBEL-FLARSHEIM company 
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The Model 
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tickled pink over the knowledge that Ohio has 


finally and officially moved into the No. 1 spot in 
Building Fund contributions. He has also assured 
Dr. Fowler that the Buckeye State will be the first 
to pass the ten thousand dollar mark in cash totals. 
However, we hear rumblings out of the Southwest 
which indicate that Texas will not be content to 
remain out of the top position, on which the Lone 
Star group held a firm grip for so many months. 
California continues in third place, approximate- 
ly a thousand dollars ahead of Missouri, while New 
York and Massachusetts are in a close tussle for 
the fifth position. Total collections for the month 
were about the lowest since the campaign started, 
but July is logically a quiet month and many of the 
state committees are husbanding their energies for 
the big push starting in September. Every member 
is urged to read thoroughly and thoughtfully the 
illustrated brochure which will be mailed about the 
same date as this issue of GP. 
The status of the Building Fund on July 31 was: 


state contributions 


Building Fund Contributions 


July 


Alabama... $ — 


Arizona.... 


Ark. 


CLINICAL 
ENDOCRINOLOGY 


Forty-eight hourly sessions will be presented by 
members of the staff of 


THE TEMPLE UNIVERSITY 
SCHOOL OF MEDICINE 


and guest lecturers 
under the direction of Dr. William H. Perloff 
and Dr. Bernhard Zondek, Jerusalem, Israel 
Emphasis will be 
on the clinical aspects 
of endocrine disorders 
A discussion period will be part of each session 


48 hours—8 Wednesdays from 9:30 a.m.—4:30 p.m. 
eommencing October 7, 1953 


Tuition $100.00 


All interested physicians are invited to write to 
The Dean, Temple University School of Medicine, 
3400 North Broad Street, Philadelphia, 


for further information 


California. . 
Colorado.. . 
Connecticut . 
Delaware... 
District of 
Columbia 
Florida..... 
Georgia... 
Idaho...... 


Mississippi. . 
Missouri... . 
Montana... 
Nebraska... 
Nevada.... 


New Jersey. 


New Mexico 


total 


contributions 


785.00 
320.00 
325.00 
7,512.52 
2,630.00 
802.00 
305.00 


637.08 
930.00 
1,125.00 
305.00 
2,905.00 
2,650.00 
2,340.00 
1,211.00 
790.00 
2,120.00 
335.00 
956.00 


4,716.00 
1,305.00 
1,955.00 
575.00 
6,475.00 
20.00 
690.00 
230.00 


668.00 
2,080.00 


state contributions 


New York... 


Wyoming... 
Howgii..... 
Puerto Rico.. 
Miscel- 
laneous. 
Commercial 
Organiza- 


July 


5.00 


tota/ 
contributions 


4,730.50 


2,380.00 


85.00 
8,885.00 
1,035.00 

605.00 
2,148.00 


70.00 


2,245.00 


300.00 
1,200.00 
8,688.07 

605.00 

360.00 

755.00 

410.00 


1,175.00 
2,345.00 
601.00 
150.00 
10.00 


161.61 


8,475.00 
20,000.00 


Total.... 


$735.00 $115,316.78 
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1 Deep necrotic ulcer of heel 18 months 
duration, prior to Tryptar therapy 


2. Ulcer healed after 5 days of intermittent 
Tryptar therapy over a 10-day period. involved 
area has remained healthy for 6 months, under 
weight-bearing Skin groft not required. 


Tryplar quickly eliminates necrotic tissue which prevents healing. Further- 


more, this enzyme preparation leaves healthy viable tissue intact and 


unaltered.' When used early enough, Tryptar may prevent ulcers from 
becoming chronic; even in ulcers of long duration, Tryptar may rapidly 
facilitate healing. These chronic ulcers can respond by complete epitheli- 
zation within a short time. This speed of therapeutic action is an important 


economic advantage of Tryptar. 


1. Reiser, G. H., Roettig, L. C., and Curtis, G. M.: Am. J Surg. 85:376-381, (March) 1953. 


THE ARMOUR LABORATORIES cuicaco ii, iuinois 


A DIVISION OF ARMOUR AND COMPANY 


-wide 


PHYSIOLOGIC THERAPEUTICS THROUGH RESEARCH 


F 


1. Diabetic Ulcer with exposure of tendons between 4ta and 
5th toes, prior to Tryptar therapy. 


3. Diabetic Gangrene of sole of foot (same patient). 


2. Ulceration healed after 5 days intermittent Tryptar ap- 
plications over a 2-week period. Successfully skin grafted 
immediately following this therapy. 


4. Foot healed 4 weeks after instituting therapy. Tryptar 
applications as in Fig.2. 


Iryplar —The Armour Laboratories brand of purified crystalline trypsin—provides 


effective topical therapy for the management of diabetic ulcers and gangrene. 


Tryptar rapidly and thoroughly liquefies thick pus, fibrin and necrotic protein and 


permits unimpeded healing to take place. 
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Woman's Home Companion Carries Story, 
“How Much Should Your Doctor Charge?” 


A REFRESHING approach pub- 
licitywise to medical prob- 
lems appeared in the July 
issue of Woman’s Home Com- 
panion under the title, “How 
Much Should Your Doctor 
Charge?” 

A newly-termed ailment, 
doctor-bill shock, is attrib- 
uted to three-quarters of the 
average doctor’s patients who do not find out in 
advance what their medical care is going to cost, 
according to the article’s author, Howard Whitman. 

It hasn’t been entirely the patient’s fault, he 
notes, because the attitude of “We are professional 
men, we don’t deign to talk about money” has been 
in vogue with American physicians. 

However, Mr. Whitman states that American 
doctors are becoming aware that fees cause most of 
the breakups in the doctor-patient relationship. 
They realize that a high fee tabbed ‘For Profes- 
sional Services” has been a factor in persuading 
some people that the government should take a 
hand in medical care. 

That doctors are cognizant of fee problems is 
pointed out in statements from such well-known 
American physicians as the Academy’s own Dr. 
Stanley R. Truman of Oakland, California. Quoting 
Dr. Truman, ‘When the first indication to the pa- 
tient of how much he owes the doctor is a bill head- 
ed ‘For professional services’ and implying a de- 
mand for immediate payment, he undergoes shock, 
panic, then anger.” 

Many doctors realize that fee discussions be- 
forehand are to be encouraged. Many have office 
plaques stating as much; others have fee schedules 
on their walls. When patients are to be referred, the 
family doctor is advised to check on the entire fee 
and discuss the amount with the patient to see if he 
can manage financially. 

Mr. Whitman says soaking the rich is a device of 
the fee gouger and springs not from social justice 
but from greed. In answer to the old saw that this 


Dr. Truman 
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Physicians Co-operating To Spare Patients Doctor-Bill Shock 


enables them to do other work for charity, these fee 
gougers should be asked, “In what other business 
or profession does a man insist that his charity be 
paid back at the next rich man’s expense?” 
American medicine wants to rid itself of fee 
gougers—doctors realize they need the public’s 
goodwill. They are finding that itemized bills and 


fee discussions are simply good medical economics. 


Economic Problems of Small-List Doctors 
Aired at Special Meeting in England 


Art A special general meeting, called by the signed 
request of more than 100 members of the British 
Medical Association, the economic problems of the 
small-list doctor, caused as a result of the program 
of the Working Party, were the chief concern. 

Three major points that came out of the meeting, 
according to Dr. R. W. Cockshut, were: 

(1) No one must be worse off as a result of the 
Working Party’s plan than he was before. (2) No 
one must be forced by economic necessity to move 
from his present address. (3) Any special treatment 
of the small-list man is his natural right and not 
charity. 

Interpretation of the ideality of these points 
varies with the point of view. 

Since this general session a meeting of the full 
Working Party has been held. It included a dis- 
cussion of the scope, methods, and intentions of 
the promised inquiry into the problem of the small- 
list practitioner. Reports of the findings will be 
announced later, according to the British Medical 
Journal. 


Evaluation of Preceptorships in Texas 
Based on Preceptor-Preceptee Reports 


From visits with preceptors in forty Texas cities and 
reports from 108 questionnaires turned in by stu- 
dents taking part in the fall and winter program, 
the University of Texas Medical Branch has made 
a report to the state’s preceptorship committee. 
The over-all picture is one of satisfaction with 
only the following two recommendations made by 
Dr. George H. Crosby, director of the program: 
(1) It has been recommended that the preceptor- 
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The Physician’s Antacid ...Why? 


When a physician needs an ant- 
acid, what is his personal choice? 

We know, from daily contact 
with thousands of physicians from 
coast to coast, that a great number 
use Gelusil personally and for their 
families. Our professional service 
records show that many doctors 
have used it for years for hyper- 
acidity and related gastrointestinal 
disturbances. 

Why? 

They can have their pick of ant- 
acids, yet they use Gelusil. A phy- 


sician, like his patients, demands 
effectiveness without side effects. 

He gets this with Gelusil — fast, 
lasting relief from each dose, and 
no trouble with constipation or 
other aberrations, even with pro- 
longed use. Its palatable flavor is 
refreshing and always acceptable. 

An ever-larger group of doctors 
and their patients agree on Gelusil. 
Each year the usage of Gelusil in- 
creases substantially. 


WARNER-CHILCOTT LABORATORIES 
Division of Warner-Hudnut, Inc., 
New York 11, N. Y. 


* 
Prescribe Gelustl WARNER 
® 


THE PERSONAL ANTACID OF MANY PHYSICIANS BY PERSONAL PREFERENCE 
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ship period be shortened by one week and that this 
time be spent in the physical therapy department 
so that students may have at least a brief survey of 
what constitutes physical medicine to take with 
them on the preceptorship. This has already been 
approved by the Faculty Advisory Committee and 
by Dr. E. Sinks McLarty, representing the Texas 
chapter. 

(2) The preceptorship plan be continued with 
constant efforts made to remove weaknesses and to 
strengthen strong points. 

Primary benefits of the program are the establish- 
ment of confidence, experience in meeting patients, 
an introduction to medical economics, and an op- 
portunity to participate in medicine greater than 
while at school but under close, competent, personal 
supervision. A preceptorship points out the stu- 
dent’s personal shortcomings in medical education 
and indicates areas in which he needs more prepa- 
ration. Preceptors have frequently mentioned that 
they benefit also by the influx of new ideas and view- 
points. 

With advantages far outdistancing the disadvan- 
tages, the report does list four dangers: 


The greatest danger lies in exploitation of the student to 
the point where a doctor in practice alone takes a week’s 
or even a day’s vacation and is beyond call by the preceptee 
if needed. Doctors have been warned that they would be 
removed from the preceptorship list for infraction of the rules. 

Another source of danger is in permitting the preceptee 
to forget that he is a student with a lot still to learn. 

The student should be made to understand that high 
overhead cuts down on what otherwise might be interpreted 
as a huge monthly income for the doctor. 

Doctors who remunerate students beyond the $25 monthly 
expense allowance create friction between students and other 
doctors who abide by the rules. 


In rating the students, the preceptors gave the 
highest rankings in co-operation, personal relation- 
ships with physicians, discipline, and interest in 
work. Promptness, individual initiative, and ap- 
proach to patients were the lowest. 

Of ninety-nine selected quotations from students’ 
letters almost all were very enthusiastic, with only a 
few changes suggested. 


Two Types of Graduate Training Popular 
With Doctors at Colorado University 


GrabuaTE education of family doctors is gaining 
increased popularity at the University of Colorado 
School of Medicine, according to Dr. Charles J. 
Smyth, director of graduate and postgraduate edu- 
cation there. 
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Dr. Heron, Veteran Chairman 


As one of the “First Seven- 
teen” in San Francisco who 
took part in the founding of 
the A.A.G.P., Dr. Ivan C. 
Heron, chairman of its Board 
of Directors, has never ceased 
working in behalf of the 
family doctors’ national or- 
ganization. 

Aside from his expert 
qualifications, it was a fitting 
honor that he should be named chairman of the Board 
this past March during the Fifth Annual Scientific 
Assembly in St. Louis. 

Dr. Heron, a native San Franciscan, was born July 
4, 1895 to Clyde S. and Grace E. Heron. He went 
to Stanford University for pre-med and medical 
school. Football shared the limelight with medical 
studies during his years at Stanford where he 
captained the freshman squad, and later played on 
the varsity team. He was president of the student 
body at the time of his enlistment in World War I. 

While serving in France on a mobile surgical team, 
he met Miss Alta Ireland, a surgical nurse, who be- 
came his bride on September 24, 1920. The Herons 
have two children—Jane, born in 1924 and Jim, born 
in 1926. 

After the war, Dr. Heron completed his medical 
training and entered private practice in 1924. He 
spent two years with San Francisco Emergency Hos- 
pital and four years as an assistant clinical instructor 
with Stanford Surgical Service. 

Through the years, he has maintained a big agenda 
of medical affiliations. He served as the first president 
of the California chapter. In 1951 he was chairman 
of the A.A.G.P. committee on regional advisors 
and of the local arrangements committee of the 
Academy’s scientific assembly in San Francisco. 

He has served as president of the San Francisco 
Medical Society, vice-chairman of the local committee 
for the A.M.A. meeting at San Francisco and chair- 
man of the General Practice Section of the C.M.A. 

1952 was a busy year for the Academy’s Board 
Chairman. He was a director of the San Francisco 
Medical Society, a director of the California chapter, 
served on the San Francisco mayor’s budget com- 
mittee; was elected a member of the Council of the 
C.M.A., and was elected an A.A.G.P. director and a 
member of the Academy’s Finance Committee. 

Besides his other duties he is a member of the 
World Medical Association, a director of Blue Cross 
for Northern California, a trustee of California Physi- 
cian’s Service, and director, vice-president, and 
medical director of the West Coast Life Insurance 
Company in San Francisco. 


Dr. Heron 
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natural defense mechanisms : 


FURACIN NASAL 
plain + with ephedrine + with Neo-Synephrine* 


Some advantages of Furacin: Formulae: Furacin Nasal plain contains Furacin 
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* no interference with phagocytosis with contains 1%. F 

no inhibition of nasal lysozyme Nasal with Neo-Synephrine* contains phenylephrine 
0.25%. Y% fl. oz. bottles. 


* no slowing of ciliary action 


*Neo-Synephrine is the registered trade mark of Winthrop- 
Stearns, Inc., for its brand of phenylephrine which is contained 
in this solution. 


Literature on request 


NORWICH NEW YORK 


OTHER DOSAGE FORMS OF FURACIN INCLUDE: 
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This entire program is based upon the premise 
that the survival of American Medicine is depend- 
ent upon the preservation of the traditional family 
doctor. 

There are two types of general practice training 
at the school. The first, a two-year residency, is 
designed for the young physician who will practice 
in a large community or as part of a group and will 
not be faced with the problem of doing major 
surgery. 

The residency includes nine months in a gen- 
eral out-patient clinic, six months in internal med- 
icine at Denver General Hospital, three months 
in pediatrics, and three months in obstetrics and 
anesthesia. Each resident serves four months of 
the two-year period in a small community hospital. 

The second plan is for the physician who will 
practice in a rural community or practice alone in 
a large community. He is required to take a third 
year of surgical training or he may spend the third 
year in medical, pediatric, obstetric, and psychia- 
tric services. 


Doctors with Poor Penmanship 
To Be Penalized by Examiners 


BritisH druggists and the examiners of the Royal 
College of Obstetricians and Gynaecologists are 
taking steps to make British physicians improve 


their handwriting, according to the London Daily 
Express. 

Tired of the traditionally illegible penmanship 
of doctors, the examiners say that physicians who 
seek diplomas will lose marks for bad hand- 
writing. Examiners now make it a point of profes- 
sional honor to avoid penalizing applicants for 
poor penmanship. 

“The pharmacists complained that physicians’ 
prescriptions, as a rule, were so difficult to read 
that dangerous dispensing mistakes easily could be 
made.” 


Small Industry Dependent upon General 
Practitioners for Its Medical Service 


Sma. American industry, which comprises about 90 
per cent of all industry in this country, is dependent 
upon private practitioners for its medical service, 
according to a report submitted recently to the 
New York State Medical Society. 

It stresses that there aren’t enough doctors who 
have an interest in industrial medicine to build up 
a backlog of trained medical personnel eager to 
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Begins general practice residency. Dr. Lewis Adkins, a winner 
of the first annual Mead Johnson Scholarship Awards, is 
shown with Mead Johnson officials and Dr. Lester Bibler, 
A.A.G.P. past vice-president. Dr. Adkins began his residency 
training in general practice on July 1 at the Methodist Hospital 
in Indianapolis, Indiana. Shown left to right are Mr. John 
Watkins, state representative of Mead Johnson; Dr. Adkins, 
Dr. Bibler, and Dr. W. D. Snively, Jr., medical director of Mead 
Johnson and also a director of the Indiana chapter. 


take over this concept of combined preventive and 
curative medicine for the individual worker and to 
make it a successful venture. 

“The big argument for a state (New York) society 
bureau in this field is that someone has to sell to 
industry the idea of financial support of inplant 
health services and, at the same time, induce and 
train practitioners to do the work so that every 
industrial employee, not just those working for 
large broadminded industries, has opportunity for 
the best health possible,” the report said. 

Aside from early detection of occupational dis- 
eases, prevention of injury to workmen, and emer- 
gency care of injuries there are certain specific 
categories of knowledge, directly related to indus- 
try which a doctor must know about. Special in- 
struction is required to gain this knowledge. 

The report pointed out that already a joint com- 
mittee of the A.M.A. Council on Industrial Health 
and the A.A.G.P. has launched a program for 
education of the general practitioner in this field. 
Material has gone to all the chapters urging them 
to set up specific courses on industrial medicine 
for which Academy members could receive study 
credit. 

It also stated that usually the executive of a small 
industry has to be educated as to the importance 
of industrial health services—that absenteeism and 
injuries have a direct relation to production and 


profits. 
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BRAND oF BROMALEATE 


relieves premenstrual tension 


It has been stated that 40 percent 
of women suffer from premen- 


na iis strual tension sufficiently to seek 
Zz medical help.! The percentage 
would undoubtedly “rise sharply”? 
2 eee if interested physicians were to 
2 4 att make inquiry on this point a 
38 routine part of the case history. 
ome 


NEOPARBOM* offers you a safe 
and sure means of helping not only 
your patients who complain of 
premenstrual tension but also those 
An improved 8-bromotheophyllinate com- who may admit to symptoms if 
pound, NEOPARBROM acts by reducing asked. 

the generalized edema characteristic of the 
premenstrual period.?* Experimental stud- 
ies** have shown the ability of this 
type of compound to counteract the anti- 
diuretic effect of the posterior pituitary 
hormone. Clinically, pyrilamine 8-bromo- 


PREMENSTRUAL PERIOD 


SUPPLIED: Bottles of 100 and 500 
tablets, each containing 80 mg. of 
bromaleate, a bromotheophyllinate 
compound containing 2 molecular 


theophyllinate controls premenstrual weight 
gain (see chart), with concomitant relief 
of such symptoms as irritability, head- 


ache, breast and abdominal fullness, etc.” 


THE PHARMACAL COMPANY 
Products Born of Continuous Research 
SEYMOUR, INDIANA 


*Trademark of The Central Pharmacal Co. 


weights of 2-amino-2-methyl-1- 
propanol 8-bromotheophyllinate 
and 1 molecular weight of pyrila- 
mine maleate. 


1. Vainder, M.: Indust. Med. & Surg. 
20:199, 1951. 2. Bickers, W.: Am. J. 
Obst. & Gynec. 64:587, 1952. 3. Vainder, 
M.: Indust. Med. & Surg. 22:183, 1953. 
4. Greenhill, J. P., and Freed, S. C.: 
J.A.M.A. 117:504, 1941. 
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Skill Should Determine Doctors’ 
Hospital Privileges—Dr. Leveroos 


Tue American Medical As- 
sociation’s Council on Medi- 
cal Education feels that a 
physician’s skill should be 
the determining factor as far 
as hospital privileges are con- 
cerned, Dr. Edward H. Leve- 
roos, assistant secretary of 
the council said at a recent 
special program at the Uni- 
versity of Nebraska College of Medicine. 

“Whether or not he is a specialist should have 
nothing to do with his membership on_ hospital 
staffs,” he said. 

In presenting the Council’s views, which have 
been a matter of record for several years, he said the 
solution is for hospitals to establish general prac- 
tice sections. 

The general practitioner would have the sole 
responsibility for organizing and setting up an 
educational program that is geared to the general 
practitioner. 

Such sections should be organized as completely 
as any other section in the hospital and should 
not be a clinical service. 


Pennsylvania Governor Tells Medical 
Students More Family Doctors Needed 


Tue need for more family doctors was emphasized 
by Governor John S. Fine of Pennsylvania during 
his recent address at Jefferson Medical College in 
Philadelphia. 

‘A huge segment of our people require the ad- 
ministrations of the doctor who can and will still 
make house calls,” Governor Fine said. 

He pointed out that what was once common- 
place—the doctor who would come to see you at 
home when you were ill—is becoming a lesser oc- 
currence. He does not feel that this is a good thing 
for the ill or for the medical profession. 

The governor emphasized that there is a dis- 
tinctive place for both specialization and general 
practice in medicine. The general practitioner, he 
added, is in reality, “the backbone of medicine in 
America.” 

He feels that the greatest percentage of the peo- 
ple in this country are more in need of the general 
practitioner than they are in need of the specialist. 
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Plan Co Attend? 


* Acapemy chapter meetings and 
postgraduate courses, as well as 
other medical meetings in which 
general practitioners will have an 
<<. interest, will appear here monthly. 


Sept. 20-23. Texas chapter, fourth annual meeting, 
Fair Park Auditorium, Dallas. 

Sept. 22-24. Louisiana chapter, sixth annual meet- 
ing, Bentley Hotel, Alexandria. 

Sept. 23. Massachusetts chapter, fifth annual meet- 
ing, Hotel Statler, Boston. 

Sept. 24-25. lowa chapter, fourth annual meeting, 
Des Moines. 

Sept. 24-Oct. 1. Pan American Medical Women's 
Alliance, fourth congress, New York City. 

Sept. 25-26. Ohio State University College of Med- 
icine, et al, postgraduate course in pulmonary 
diseases, O.S.U. Health Center, Columbus. 

Sept. 28—Oct. 2. American College of Chest Physi- 
cians, diseases of the chest, Chicago. 

Oct. 5-7. District of Columbia Medical Society, annual 
assembly, Washington, D. C. 

Oct. 5-9. American College of Surgeons, 39th an- 
nual clinical congress, Chicago. 

Oct. 6. Vermont chapter, third annual meeting, 
Equinox House, Manchester, Vt. 

Oct. 8. Connecticut chapter, annual meeting, Hotel 
Bond, Hartford. 

Oct. 12-16. University of Cincinnati Institute of In- 
dustrial Health, Occupational Skin Problems. 

Oct. 13. Oregon chapter, annual meeting, Portland. 

Oct. 14. New Hampshire chapter, fifth annual meet- 
ing, Dartmouth Medical School, Hanover, N. H. 

Oct. 15. Maine chapter, fourth annual meeting, 
Lafayette Hotel, Portland, Me. 

Oct. 15-16. Gulf Coast Clinical Society, annual 
meeting, Mobile, Alabama 

Oct. 16, Raleigh Academy of Medicine, fifth annual 
symposium, Raleigh, North Carolina 

Oct. 16-17. Georgia chapter, fourth annual meeting, 
DeSoto Hotel, Savannah, Ga. 

Oct. 17-19. Mlinois chapter, sixth annual meeting, 
Masonic Temple, Decatur, Ill. 

Oct. 19-23. Association of American Medical Col- 
leges, first teaching institute on physiology, 
biochemistry, and pharmacology, Atlantic 
City, N. J. 

Oct. 19-30. New York Academy of Medicine, 26th 
annual graduate study on disorders of the blood 
and blood-forming organs, New York City. 

Oct. 20-21. Maryland chapter, fourth annual meet- 
ing, Lord Baltimore Hotel, Baltimore, Md. 


Medical News in Small Doses: 
A RESOLUTION asking that a Council Committee on 
General Practice be established in the Medical So- 
ciety of the State of New York has been passed by 
the house of delegates of the society, with a further 
resolution that the proposed resolution be sent to 
the planning committee for study and implementa- 
tion. . .. Dr. Francis T. Hodges of San Francisco 
has been elected to the presidency of California 
Physicians’ Service. Other California chapter mem- 
bers also elected to C.P.S. posts were Dr. Leon 
Desimone, Los Angeles, and Dr. Merlin Newkirk, 
South Gate. ... At the annual meeting of the 
Medical Society of North Carolina, Dr. John Foster 
of Sanford was elected first vice-president and Dr. 
John Bender of Winston-Salem was named a repre- 
sentative on the State Board of Health. . . . Friends 
of Dr. E. L. Bernhart of Milwaukee have been con- 
gratulating him on his recent debut as a television 
star. His appearance was one of a series of programs 
on WTMJ-TV called “Doctors on Television.” He 
explained the how’s and why’s of the complete 
physical examination. He is the second Wisconsin 
chapter member to appear on the series; Dr. Edgar 
End of Wauwatosa had previously discussed tem- 
perature regulation. ... Dr. Fount Richardson of 
Fayetteville is chairman of the Committee on Annual 
Session of the Arkansas Medical Society. . . . At the 
recent meeting of the Student American Medical 
Association in Chicago, three well-known Academy 
members participated on a panel discussion of 
“General Practice as a Specialty.” Dr. R. B. Robins 
of Camden, Ark., covered general practice in towns 
of 12,000-15,000; Dr. J. S. DeTar of Milan, Mich., 
covered practice in a small town, and Dr. Robert 
Purtell of Milwaukee, Wis., discussed general prac- 
tice in an urban community. ... Dr. William J. H. 
Fischer, an Academy member from Milford, Con- 
necticut, has been cited ‘‘Milford Citizen of the 
Year” by the local VFW Post. ... All four of the 
new officers of Jackson County (Missouri) Medical 
Society’s Section on General Practice are A.A.G.P. 
members. Dr. Jesse D. Rising is chairman; Dr. 
Hugh A. Gestring, vice-chairman; Dr. Richard R. 
Becker, secretary; and Dr. Mary C. Cortner, treas- 
urer. Dr. Paul C. Quistgard is a councilor for the 
county group. ... Dr. J. S. DeTar of Milan and 
Dr. Arch Walls of Detroit are board members of the 
Michigan Medical Service. They also serve on the 
Medical Advisory Committee of the Medical Serv- 
ice... . The Ft. Worth (Texas) chapter held a one- 
day seminar in July under auspices of the South- 
western Medical School. 
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Hawaii County charter presentation. During the annual meeting of the Territory of Hawaii chapter in Maui, a charter was presented 
to the newly organized Hawaii County chapter. Dr. Leslie Vasconcelos, retiring president of the territory’s chapter, is shown making 


the presentation to Dr. Theodore Ohta, president of the new chapter. 


NEWS FROM THE STATE CHAPTERS 


THE presentation of a charter to the Hawaii County 
(Island of Hawaii) chapter was one of the high- 
lights of the annual meeting of the Territory of 
Hawaii chapter held recently in Maui. Dr. Leslie 
Vasconcellos, retiring president of the Territory 
chapter, presented the charter to the county chap- 
ter’s new president, Dr. Theodore Ohta (see cut). 
Other officers of the new chapter are Dr. Archie 
Orenstein, vice-president; and Dr. William Bergin, 
secretary-treasurer. There are now eight members 
in the Hawaii County chapter. 

Only Maui has not yet organized a county chap- 
ter. Dr. Vasconcellos reports much enthusiasm 
there, and chances of a chapter being formed in 
Maui before the end of the year appear likely. 

New officers were elected at the annual Territory 
meeting. Dr. Toru Nishigaya of Honolulu was elect- 
ed president. Dr. William Goodhue of Kauai was 
chosen vice-president and Dr. Robert Millard of 
Honolulu is the new secretary-treasurer. 

More than 700 persons attended the first public 
forum on polio sponsored by the Tulsa (Oklahoma) 
chapter and the Tulsa World. A panel of physicians, 
including a general practitioner, pediatrician, or- 
thopedist, and psychiatrist, gave the public the 
best prescription against polio. The doctors advised, 
“Live a normal life. Don’t overwork. Don’t over- 
exert. Don’t overplay, and don’t get upset—physi- 
cally or mentally.” 

New officers elected at the annual meeting in Sun 
Valley June 16 are announced by the Idaho chapter. 
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Dr. Franklin C. David of Boise was installed as 
president. Dr. Edward North Dunn of Moscow is 
the new president-elect; Dr. John T. Brunn of 
Meridian was elected secretary-treasurer; and Dr. 
Henry G. Weische of Nampa is a new director. Dr. 
Herbert Hartley of Seattle, Wash., was one of the 
special guests. The new chapter president gave a 
brief address stressing co-operation between the 
medical groups for the good of the patient—that 
being medicine’s ultimate goal. 

The fifth annual banquet of the Wisconsin chapter 
will be held Wednesday, November 18, at the 
Wisconsin Club in Milwaukee, the convention 
chairman, Dr. Joseph S. Devitt, reports. 

Among the speakers, not already reported, who 
will appear on the scientific program are Dr. Philip 
Lewin of Chicago, Dr. William H. Frackelton of 
Marquette, and Dr. Robert F. Purtell of Milwaukee, 
secretary-treasurer of the Wisconsin chapter. 

G. Edward Braunschneider of Marquette Univer- 
sity and R. Walter Schroeder of the University of 
Wisconsin were the winners of the second annual 
Urban Schleutter Memorial Essay contest, spon- 
sored by the Wisconsin chapter. The two were 
among six seniors from the two medical schools 
who submitted 1,000 word essays on “The General 
Practice of Medicine as a Career.”’ Each received a 
$100 cash award. 

The annual chapter dinner-dance of Southwest- 
ern Ohio Society of General Physicians was held 
recently in Cincinnati. 
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Sixteen midwestern physicians will participate 
in the program of the Mlinois chapter's sixth 
annual scientific assembly which will be held in 
Decatur October 17-19. Dr. A. I. Doktorsky of 
Chicago, as speaker of the Illinois congress of 
delegates, will preside at the delegates’ sessions. 
Presiding officers at the scientific assemblies will be 
Drs. J. Harry Bendes of Rockford, W. H. Walton of 
Belleville, T. S. Cumming of Heyworth, O. A. 
Phipps of Manteno, Carleton R. Smith of Peoria, 
and J. G. Jones, Carmen J. Pintozzi, Carl G. 
Sachtleben, and Michael Serio of Chicago. 

Dr. W. L. Crawford of Rockford, Ill., professor 
of pediatrics at the University of Illinois, was guest 
speaker at a recent dinner meeting of the Northern 
Illinois chapter. 

The annual meeting of the Washington chapter 
will be held October 30-31 in Yakima. Among the 
guest speakers will be Dr. Raymond McNealey of 
Chicago and Dr. Peter H. Forsham of the Univer- 
sity of California Medical Center. Mac F. Cahal, 
A.A.G.P. executive secretary, will be the banquet 
speaker. 

October 28-29 are the dates for the annual 
convention of the Missouri chapter in Jefferson 
City. The business session will be held the first 
day and new officers will be elected. This is the 
first year that Missouri has had a full two-day meet- 
ing. 

The St. Louis (Missouri) chapter’s Emergency 
Call Service is now in its third year. Recently the 
chapter issued a report which stressed how the 
service could be improved and listed the contribut- 
ing causes for any of its weaknesses. The following 
reasons were stressed: 

1. Insufficient number of volunteers. 

2. Lack of publicity because of limited funds. 

3. Unreasonable requests and demands by the 
public in general. 

4. Abuse of the service by doctors who do not 
wish to make a night call. 

5. Lack of co-operation on the part of other 
medical organizations. 

6. Failure of the volunteer on duty to make a 
call because he was busy with his own patients. 

7. The difference in opinion between the patient 
and the doctor as to what constitutes an emergency. 

8. Misunderstandings about the emergency call 
fee, many patients thinking that the service is free. 

The annual meeting of the Oregon chapter will 
be held in Portland October 13. Besides a dinner- 
business meeting in the evening, a symposium is 
planned during the day. 
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REPORT OF THE EXECUTIVE SECRETARY 


SAINT LOUIS, MARCH 22, 1953 


WHEN a corporation is not paying dividends, the annual 
report of its executive manager is apt to be quite long 
and detailed. When it is paying dividends, a brief re- 
port to the stockholders will usually suffice. 

This corporation is paying dividends! 

The Delegates in this Congress are representatives of 
the stockholders, that is, the members. The dividends 
you will receive here on their behalf will be found in the 
annual reports of the officers and Board of Directors, 
which manages the affairs of the corporation, and of its 
fifteen standing commissions and committees. They will 
appear in the record of achievement, of goals estab- 
lished and of objectives attained for the welfare of the 
members of this Academy and for all American medi- 
cine. Collaterally, you will observe benefits that inure 
to the benefit of the people who are the consumers of 
personal medical attention in this great nation. 

Perhaps unwittingly, the Commission on the Health 
Needs of the Nation (of which you will hear more later) 
has stated the creed which has served as a wellspring 
for this Academy since its inception. 

When the commission began its deliberations, it soon 
became apparent that the role of the general practitioner 
was very close to the heart of the matter. The general 
physician or family doctor, said the commission, is the 
instrument through which the health needs of the na- 
tion can be met. Running throughout its entire report 
you will find emphasis upon the primary requisite that 
every family have a family doctor. You will be greatly 
interested, I am sure, in the full report on general prac- 
tice which will be published in GP in advance of its 
public release. 

Now, Mr. Speaker, and ladies and gentlemen, the 
Magnuson Commission is the subject of considerable 
controversy at present. During the course of this meet- 
ing, it will be thoroughly discussed and I have no doubt 
that the delegates here assembled will express some of- 
ficial opposition to certain of the basic principles and 
some of the more important recommendations submit- 
ted by the commission which was appointed by Ex- 
President Truman a little over a year ago. The vestigial 
seeds of socialism found in the commission’s emphasis 
upon federal intervention in the problems of medical 
care will not and should not go unchallenged. 

Nonetheless, the commission’s emphasis, running 
throughout its entire five-volume report, on the impor- 
tance of general practice—of the personal physician— 
cannot help but focus attention upon the value of the 
long-time goals established by this Academy. 
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The Academy As the Spokesman 


The dividend here paid to the Academy members 
and general practitioners throughout America, is in the 
fact that no such emphasis would have been found and 
no such espousal of the principles advanced by this 
Academy would have been possible, if there had not 
existed a national organization for the crystallization of 
the concepts embodied in our Academy’s program. Nor 
would such dividend have been forthcoming if there 
had not existed a means for the projection of these fun- 
damental concepts on the national scene. The Acad- 
emy, obviously, was accepted by the Commission on 
Health Needs of the Nation as the representative of and 
spokesman for all general practitioners. This is evidence 
that it has achieved one of its primary aims and has ful- 
filled what I regard as its most important single function. 
It serves as a concerted medium through which the 
combined and unified voice of the practitioners of gen- 
eral medicine in America may be articulated. 

This, I think you will agree, is a dividend of great 
value. 

Dividends of this nature are paid out almost daily 
throughout the year. 

Hardly a week has passed without some official rep- 
resentative from the Academy, either an officer or a 
staff member, participating in a meeting or a conference 
somewhere in the country. 

With the American Medical Association and with 
most other national societies representing special 
groups within the profession, the Academy maintains a 
close and cordial liaison. The same is true of the lead- 
ing eleemosynary agencies concerned with the public 
health and welfare. This is the medium through which 
America’s general practitioners express their views and 
exert their influence in the matrix of American medi- 
cine. 

Dividends will be found in the report of the Com- 
mission on Hospitals in the expansion of general prac- 
tice departments. It is no exaggeration to say that today 
we enjoy almost universal acceptance of the principles 
set forth in the Academy’s manual on hospital stand- 
ards. 

Instances of frank discrimination against general 
practitioners are occasionally discovered even yet, but 
they grow less frequent each year. That they will even- 
tually disappear completely in the face of the over- 
whelming weight of logic and principle marshalled in 
support of our point of view seems certain. 


ie 


“the final authority” in 
cardiac arrhythmias * 


the 
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The electrocardiogram, the court of final 
appeal, is all-important in distinguish- 
ing the three most common forms of 
arrhythmia: sinus arrhythmia, premature 
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THE BURDICK CORPORATION 


MILTON, WISCONSIN : a 


Trend Toward General Practice 


Other dividends will be found in the report of the 
Commission on Education, in expanded facilities for 
postgraduate training, in improvements in undergrad- 
uate training, and in the increase in the number of gen- 
eral practice residencies. Most important, however, is 
the encouraging increase, reported each year since the 
founding of this organization, in the number of medical 
graduates selecting general practice for their profes- 
sional careers. Ten years ago only one medical student 
in ten planned to enter a general practice; today six 
out of ten students who have decided on their careers 
state they will be family doctors. Undoubtedly, this sig- 
nificant trend is partially the result of the progressive 
program in education, hospital standards, and public 
relations carried on by this Academy. 

It is apparent, too, that the articulation of the Acad- 
emy’s principles concerning the relationship between 
specialty training and general practice training in the 
graduate and undergraduate curricula encouraged Dr. 
Louis J. Bauer, the distinguished President of the Amer- 
ican Medical Association, to make the bold and rather 
revolutionary recommendations contained in his ad- 
dress to the House of Delegates of the American Med- 
ical Association at its Denver meeting last December. 
He urged that a period of general practice be required 
before a man can attempt to specialize. Said Dr. Bauer, 
‘In my opinion, the best specialist is one who has had 
a background in general practice. The general prac- 
titioner is the keystone of the arch of our system of 
medicine. Without him much of the doctor-patient re- 
lationship is lost and the cost to the patient for his medi- 
cal care is greatly increased.” 


Dollars and Cents Dividends 


Well, if I may be permitted a crass observation, divi- 
dends will be found in dollars and cents too. Listen 
to this! Specialists earned an average of 22 per cent 
more than general practitioners last year. A little over 
a decade ago the difference was 250 per cent. This nar- 
rowing gap was discussed in detail in a recent article in 
GP’s “Business and Economics” department. A survey 
of incomes by Medical Economics, released at the end of 
last year, gives further evidence of the astonishing 
changes in medical practice taking place since the 
founding of the American Academy of General Practice 
and, partially at least, as a direct result of its program. 
Since 1947, the year this Academy was founded, the 
income of the average general practitioner has in- 
creased 50 per cent; specialists’ incomes increased only 
18 per cent during the same period. 

Dividends of a different kind will come eventually 
from the support the Commission on Legislation and 
Public Policy has given to certain pending legislation 
in the U. S. Congress which offer clear advantages to 
practitioners of medicine. Other bills have received its 
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endorsement because they are consistent with the long- 
term policies of the Academy. The commission has ex- 
pressed its official endorsement, for example, of the 
Bricker resolution prohibiting the binding of this coun- 
try by international agreements having the force of 
treaties, such as those of the ILO endorsing socialized 
medicine. It has approved the Reed Keogh bills pro- 
viding for postponement of taxes on premiums paid 
into private pension plans by doctors, and bills to per- 
mit the deduction of expenses incurred by physicians 
in the pursuance of postgraduate study. It has since 
participated in conferences with the Armed Forces 
Medical Advisory Commission when the proper utili- 
zation of general practitioners in the doctors draft was 
stressed. No action has been taken by the commission 
on such controversial issues as the care of nonservice- 
connected disabilities by the Veterans Administration, 
medical care of servicemen’s dependents, or proposals 
for a new cabinet department for health, education, and 
welfare. Affecting, as they do, all doctors in America, 
and posing no peculiar problem for general practition- 
ers, it has been felt that these bills were properly the 
concern of the American Medical Association Committee 
on Legislation which represents the entire profession. 
As in past years, the Academy’s Commission on Legis- 
lation has looked to the A.M.A. for leadership in these 
complex and controversial questions. 

Dividends will be found in another activity falling 
under the supervision of this commission. Directly, or 
indirectly, benefit is derived from the frequent press re- 
leases which emanate from our headquarters and are 
published in leading newspapers throughout the coun- 
try, based upon our annual meeting or upon monthly 
issues of GP. The leading science writers of the United 
States are here for this meeting. The same can be said 
of the numerous favorable articles which have appeared 
in popular magazines during the course of the year, the 
authors of which frequently come to Academy head- 
quarters in Kansas City for some of their source infor- 
mation. A good example of this kind of story appears 
in the magazine supplement of this morning’s St. Louis 
Post Dispatch. This issue of Parade magazine will reach 
over five million readers in thirty-three cities with their 
Sunday papers today. The article which favorably men- 
tions GP, the family doctor, and the Academy, resulted 
from a series of conferences with Parade’s managing 
editor at headquarters. It should be stated, of course, 
that some authors of popular articles do not check their 
facts with us. Some of them, in a desire to be deliberately 
critical or frankly sensational use only information that 
will serve their ends. 

Dividends will even be received from the fact that 
this year we dropped 464 members for failing to comply 
with the Academy’s requirements for postgraduate 
training. It will prove to the world that the Academy 
meant what it said when it included this requirement 
in its By-Laws. Furthermore, this action will prove that 
membership in the American Academy of General Prac- 
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Ants in the Printers’ Plants 
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Vaccine Virus 
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Antitoxins 
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Prescription Druggist 
—Arizona College Magazine 


ONE-WOMAN ARMY? 


Cuartes Dock was taken to Provident hospital 
yesterday for treatment of an army injury 
which police said he suffered in an altercation 


with his wife.—Chicago Tribune. 


PROBABLY ACUTE INDIGESTION 


Mrs. Joun Post is pretty sick at her ranch 
west of town and all persons are requested by 
her sons to stop coming to see the big hog 
until she improves.—Anaheim (Calif.) Bulletin. 


INDIAN SURGERY 


Micuact Rennie is in London having his head 
checked by Vasco Lassolo, who wants to 
scalpture him.—Berea County (N.Y.) Monitor. 
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tice actually does place a physician in a select group; 
it is evidence that he possesses attainments superior to 
those general physicians who do not enjoy membership 
in the Academy. Here is final and convincing evidence 
that the American Academy is a distinguished society 
to which only men of proven worth may gain admit- 
tance and in which they may retain membership only 
by demonstrating a desire and a willingness to continue 
constantly their medical education. 


Quality, Not Quantity 


As was predicted at the annual meeting last year, our 
curve of growth has flattened somewhat. This, of course, 
was to be expected. The Commission on Membership 
and Credentials is reporting here plans for a new and 
intensified program for increasing membership. But, 
throughout it will scrupulously follow the concept laid 
down in the very beginning, that numbers alone is not 
a primary goal of this organization. Our aim is to be 
able to boast that we have the best men in general prac- 
tice within the Academy, not that we have the most. 
There is a vast difference between these two concepts, 
and, as mentioned before, the basic raison d’etre of the 
Academy is involved. 

On the one hand, the Academy will stand as a select 
society, membership in which is evidence of achieve- 
ment. If this concept prevails, we shall see men striving 
to meet the qualifications and be elected to membership. 
If, on the other hand, our aim were to get as many mem- 
bers as possible, regardless of the reputation they might 
enjoy among their local colleagues, we should be able 
to boast of numbers, and that alone. This Congress 
should carefully consider, I believe, which of these aims 
would most materially contribute to the realization of 
our fundamental goals. 

Here, incidentally, I think we might well pause to 
pay an accolade to the three state chapters whose of- 
ficers received awards at the State Officers’ Dinner last 
night in recognition of extraordinary achievements in 
membership growth. If every state chapter had enrolled 
as many members as mighty California last year, our 
membership would exceed 20,000. If every chapter had 
increased its membership by the same proportion as 
tiny Vermont, we would have a total membership of 
over 33,000. And, if every state had enrolled the same 
proportion of potential members as far-away Hawaii, 
(soon to be a state instead of a Territorial Chapter), our 
total membership would exceed 39,000. 

At least these widely scattered state chapters have 
shown us what a well planned and efficiently conducted 
program in membership recruitment can accomplish. It 
seems to me we have reason to hope that by following 
their example we can increase the total membership, as 
reported in your handbooks, continually and substan- 
tially in the years ahead. 

Incidentally, you will note the total number of gen- 
eral practitioners reported in your handbooks is 72,360. 
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This is the A.M.A.’s count of actively practicing physi- 
cians under sixty-five who are engaged in private gen- 
eral practice. 

But, this is a deluding figure. In the United States 
today there are 214,305 physicians. If we deduct re- 
tired physicians, interns and residents, and those in 
government service, we have only 151,813 engaged in 
active private practice. Of these, 54,891 are listed by the 
A.M.A. as “full specialists.”” The balance, after deduct- 
ing the 72,360 general physicians, is 24,562. These are 
what the A.M.A. labels, for reasons that have never 
been very clear to me, as “partial specialists.” 

I submit that you are either a specialist or not, and 
that if you are not, then you are a general practitioner. 
So, instead of 72,000 general physicians to draw from, 
I say we have 96,000. 

With these thoughts in mind, I would direct your at- 
tention to a proposal presented by Dr. Hildebrand in 
his eloquent report for the Board of Directors. Is it 
possible some of the leading practitioners whose mem- 
bership would be mutually profitable to themselves and 
to the Academy might be ‘more likely to affiliate if this 
were the American Academy of General Medicine, or 
the American Academy of General Physicians, or the 
American Academy of Medicine and Surgery? Would 
this overcome the reticence of some of these 24,000 
who call themselves “partial specialists”? After all, the 
official definition of general practitioner adopted by the 
Academy says that he may devote “particular attention 
to one or more special fields.”” Most of our members do 
have one or more special interest. Do we need to clarify 
this to increase our potential by 24,000? Perhaps such 
a simple thing as the change in one word in the official 
name of the organization would be the key that un- 
locked the door to an appreciable influx of new mem- 
bers. I don’t know, I don’t think anybody knows for 
sure, but I think this proposal merits your very serious 
consideration. 

Another suggestion for your future consideration is 
touched upon in the report of the Commission on Edu- 
cation. Has the day come when we should require a 
two-year residency in general practice as a prerequisite 
for new applicants for membership in the Academy? 
If such advanced academic training were a requirement 
in some future year, it would add additional evidence 
to the fact that this is a select society and that member- 
ship in the Academy placed a man above the line sepa- 
rating excellence and mediocrity among the practition- 
ers in the community. 

Another thought: Is the day approaching when the 
Academy should seek funds and facilities to develop a 
traveling faculty of paid professors to take periodic post- 
graduate courses into every corner of the country for 
the benefit of our members? 

These are questions for the future, to be sure, but 
one cannot discuss dividends without considering 
goals, because in an organization like the Academy, the 
realization of goals constitutes the profits which are 
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paid out in dividends to the membership and to society 
in general. 

There are numerous other dividends which should 
be mentioned, of course. 

Last year in my annual report, I described the move- 
ment under way to create a Royal Academy of General 
Practitioners in England patterned after our own. Our 
own Academy will realize definite dividends in in- 
creased prestige from the fact that the Royal College of 
General Practitioners patterned precisely after our own 
was formed on January 10 of this year. Indirect benefits 
will be derived in the same manner from current move- 
ments under way to form an Academy of General Prac- 
tice in our neighbor to the south, Mexico, as well as in 
far-away Australia and New Zealand. (Last Sunday and 
Monday we entertained in Kansas City a visiting gen- 
eral practitioner from Riverton, Australia, who came 
to get information to aid him and his colleagues in 
forming an academy of general practitioners.) 

The Publication Committee, responsible for the pub- 
lication of GP, has continued the high standards set 
with the opening issue and has established the Acad- 
emy’s official journal as a stimulating and important 
source of medical writing. As a result, GP has received 
not only acclaim from the scientific and editorial world, 
but last year won a coveted award from the American 
Institute of Graphic Arts for excellence in the graphic 
presentation of scientific material. 


Unequaled Opportunities 


One cannot fairly conclude a discussion of the divi- 
dends paid by this corporation to its members without 
discussing the outstanding piece of work accomplished 
by the Committee on Scientific Assembly during the 
past several years. This year we are returning to Saint 
Louis to enjoy the splendid hospitality of the cordial 
and hard-working Local Arrangements Committee. The 
fact that our registration here will undoubtedly come 
close to doubling that which we had here three years 
ago is in itself a testimonial to the Committee on Scien- 
tific Assembly. A more meaningful one, perhaps, is the 
fact that the scientific assemblies of the Academy have 
come to be recognized throughout the country as un- 
equaled opportunities for a remarkable educational ex- 
perience. 

Some of you are inclined to overlook, perhaps, a col- 
lateral dividend that flows from the very wellspring of 
this organization itself. I think you will all agree that 
these meetings serve a rewarding purpose more deeply 
significant than those apparent on the surface. Here, 
general practitioners who have been elected to member- 
ship in the American Academy of General Practice can 
meet and learn to know men of similar distinction from 
all parts of this broad and varied country. Their med- 
ical friendships are broadened; they enjoy the stimula- 
tion that comes from meeting superior doctors of their 
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type outside their local circle; their vision is expanded. 

When Alfred Lord Tennyson wrote: “I am a part of 
all that I have met,” he had in mind the kind of divi- 
dend I am mentioning here. The lively, yet intelligently 
tolerant debate taking place on this floor between mem- 
bers of the Congress of Delegates, the wealth of scien- 
tific information poured out for your ready assimila- 
tion, the happy hours and the lasting friendships made 
with kindred souls from distant cities, blend together 
to make this annual meeting and all the other activities 
of the Academy a richly rewarding experience. 

This is a comparatively new opportunity for general 
practitioners. Up until a few short years ago, they had 
been denied this privilege, which had been enjoyed by 
their specialist friends for many years. I think none 
will deny that this is a profoundly significant dividend 
with values that are not merely materialistic nor scien- 
tific, but come close to the spiritual in nature. 

Indeed, in this Congress of Delegates, we have a 
coming together of men of good will, in an atmosphere 
of challenge and responsibility to their fellow man that 
requires, it seems to me, a sense of dedication. 

Last week, in a brief address to the leaders of Amer- 
ican medicine, President Eisenhower reaffirmed his 
pledge to dedicate his administration to the re-estab- 
lishment in this country of the philosophy of private 
enterprise and local initiative and to eschew the idea 
that the Federal government must assume primary re- 
sponsibility for the health or welfare of the people. This 
is the kind of refreshing atmosphere in which the al- 
truistic program of the Academy can flourish. Surely 
this will imbue us, and all medicine, with a determina- 
tion to go forward together toward fulfillment of the 
destinies to which we are called by the heritage of free 
medicine in America. 


In concluding, I am constrained to remind the mem- 
bers of this Academy that they owe a huge debt to the 
officers, directors, and committee members who have 
guided the affairs of this organization during the year 
just past. The men to whom I refer are known by all; 
but none is privileged to observe quite so closely as I 
the unselfish efforts they have expended in a sincere 
devotion to the welfare of their fellow practitioners, and 
indeed of the entire profession. They have contributed 
generously of their time, effort, and wisdom, frequently 
at considerable sacrifice. Their reward is your support 
and your gratitude, your trust and your confidence. 

For my own part, I am humbly grateful for the con- 
fidence and the warm encouragement these gentlemen 
have accorded me in my earnest efforts to reflect the 
dignity of the profession which I serve, and to be of 
maximum usefulness to the individuals and to the 
organization which I represent. 

There have been some stormy periods during the 
formative years of this still young organization. Some 
unpleasant squalls may be encountered here. But, real- 
izing the great purpose to which this American Acad- 
emy of General Practice and the delegates who establish 
its policies are dedicated, I know each of you will join 
the man on your right and on your left in a fervently 
prayerful hope that neither mistrust of motive nor per- 
sonal rancor will obscure the distant shore which is the 
common destination of all. 

Then, we can close this meeting, as this Congress has 
closed five epochal meetings before, with an inspiring 
line from the daily log so faithfully kept by the indom- 
itable Christopher Columbus as he guided his sturdy 
craft on toward the beckoning horizon: ‘This day we 
sailed on.” 

—Mac F, Canar 
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A REPORT ON GENERAL PRACTICE RESIDENCIES 


PREPARED BY THE COMMISSION ON EDUCATION 


AMERICAN ACADEMY OF GENERAL PRACTICE 


AN INCREASING interest in general practice residencies 
has been evidenced during the past few years. The first 
such residencies were established in 1949 under the 
American Medical Association’s Council on Medical 
Education and Hospitals newly adopted, “Essentials of 
an Approved General Practice Residency.” 

The American Academy of General Practice, at its 
first meeting in June, 1947, promulgated certain recom- 
mendations on this subject. Among them were: All gen- 
eral hospitals with approved rotating intern training 
programs provide a second year of training classified as 
a general practice residency. This second year should 
provide more advanced training according to the needs 
of the individual resident in general surgery, medicine, 
obstetrics, pediatrics, gynecology, clinical psychiatry, 
ENT, urology, laboratory, and radiology. 


Flexibility Is Important 


Both the Academy and the American Medical Asso- 
ciation recommend that the future general practitioner 
have two years of training beyond the internship, but 
many young physicians find it difficult to continue their 
training that long. General practice residencies should 
be flexible enough to provide the particular training 
needed by the individual. A residency of two years’ 
duration will, of course, enable the resident to acquire 
more experience, but three or four months’ training in 
each of the major clinical fields may be all that is prac- 
tical in many cases. 

In 1950, a Committee on General Practice of the 
A. M. A. stated in its report: 

“In regard to minimum training after graduation from 
medical school, the Committee feels that at the present 
time the most satisfactory requirements for graduate 
training for general practitioners would be a one-year 
rotating internship, followed by one year of general 
practice residency, and continuation of postgraduate 
study at frequent intervals throughout the professional 
career. This is based on the educational philosophy that 
medicine is a lifelong educational experience. It appears 
that a third year or more would be particularly suitable 
for the general practitioners who desire to become more 
proficient in one or another clinical field, such as sur- 
gery, obstetrics, pediatrics, or psychiatry. It would be 
feasible in teaching and university hospitals to develop 
a three-year residency program to give such continued 
advanced training. The Committee recognizes a great 
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variety of needs of educational experience both because 
of the great divergence of the types of communities 
which must be served and in the interests and abilities of 
the physicians practicing. 

“Tt therefore feels that a rigid, fixed program for the 
education of general practitioners would be detrimental 
to the best interests of our nation.” 


Further Recommendations 


The American Medical Association’s “Essentials of a 
General Practice Residency” states: 

**Residencies in general practice should be specifically 
designed to meet the needs of graduates intending to 
enter general practice. As a continuation of internship 
training, general practice residency programs should 
provide for additional experience and responsibility in 
those branches of medicine which are of primary im- 
portance to the general practitioner. 

**It is recommended that this training be of two years’ 
duration beyond the internship. General practice resi- 
dencies should be flexible, both as to content and dura- 
tion, depending upon the special needs of the individual 
and the community in which he intends to practice. In 
a residency of two years of training, a minimum of one 
year should be devoted to internal medicine and the 
medical specialties, including psychiatry. The second 
year should include advanced training in obstetrics and 
pediatrics (including contagious diseases) of at least 
four months’ duration in each specialty. Any time de- 
voted to general surgery and the surgical specialties 
should emphasize diagnosis, preoperative and postop- 
erative care, minor surgery and emergency care. A pro- 
gram in which the majority of the resident’s time is spent 
in the operating rooms cannot be considered as meeting 
the requirements of this type of residency. 

**An important consideration in evaluating a hospital 
for residency training in preparation for general prac- 
tice is the availability of outpatient facilities. Hospitals 
which have no organized outpatient department should 
attempt to provide the resident with additional oppor- 
tunities to compensate for this deficiency. 

‘Hospitals requesting approval for residencies in 
general practice must comply with the general provi- 
sions for training described in Section I of these ‘Essen- 
tials’, have annual admissions of at least 2,500 patients, 
and maintain a minimum autopsy rate of twenty per 
cent.” 
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Not All Residencies Filled 


In September, 1952, there were 376 approved resi- 
dencies in general practice at 105 hospitals and more 
have been added each month. Not all of these residencies 
were filled during 1953. Too many young physicians, 
particularly those whose education had been interrupted 
by military service, found it necessary to go into prac- 
tice upon completion of their internships. Others who 
had not served in the Armed Forces were called to 
service since there is no deferment for residency train- 
ing. Some interns planning a career in general practice 
take a one-year residency in a specific clinical field 
rather than a general practice residency, because of an 
interest and a desire to become more proficient in that 
field. 

The needs of proper preparation for general practice 
were well summarized in a statement by Dr. Roy C. 
Crosby of Tufts Medical School General Practice Train- 
ing Program: 

“The provision of optimum training for medical 
graduates intending to go into general practice is one of 
the more difficult problems with which those interested 
in graduate medical education must contend. Ideally, 
since a large part of the general practitioner’s work will 
be in the field of general medicine, a prolonged period 
of medical training is advisable. Since he will be called 
upon to perform major surgical procedures, at least 
those of emergency nature, he should be well trained in 
basic surgical principles and particularly trained to 
perform those surgical procedures which he may be 
called upon to perform. Fracture work will often fall to 
his lot if it is to be promptly and competently handled 
as it must be for good end results. The American Acad- 
emy of Pediatrics has found that 75 per cent of the 
medical care of children in this country is provided by 
general practitioners. The necessity for pediatric train- 
ing is obvious. Similarly, the practice of better obstetrics 
necessitates the better training of general practitioners 
in this field since they provide the major part of obstetric 
care in this country. It therefore becomes obvious that 
ideally the general practitioner should have sufficient 
periods of time in his graduate training to acquire some 
skill at diagnostic and therapeutic medicine, surgery, 
orthopedics, obstetrics, and pediatrics, which would 
obviously involve several years of training after medical 
school .. . 

“Consequently, in order to provide comprehensive 
training for men who intend to go into general practice, 
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Tufts College Medical School and the Bingham Asso- 
ciates Program instituted a two-year training program 
for general practitioners in July, 1948. 

“The first year of this two-year training program is 
provided in the form of rotating one-year internship in 
hospitals affiliated with the New England Medical Center 
with provisions made locally for an attractive and well- 
rounded program under the direction of men qualified 
to provide such training. Since training in affiliated 
hospitals cannot be as comprehensive or as didactic as 
that in a medical school teaching center, the second year 
of the two-year program is provided at the university 
teaching center and is planned in such a way that each 
of the men receives a maximum of individual instruction 
in diagnostic and therapeutic medicine, surgery and 
specialties, obstetrics, and pediatrics. The services of 
the men in training are used only insofar as they are 
directly necessary for their best training.” 


One-Year Residency Program Designed 


It does not seem practical or desirable to attempt to 
provide a model residency program beyond the general 
recommendations stated above. A residency of one 
year’s duration is more difficult to design than a two- 
year residency, but for the present it may be neces- 
sary to establish such programs. The Commission on 
Education believes that general hospitals which do not 
have residency programs in the specialties are well 
equipped to provide advanced traming for general prac- 
tice since the resident would have an opportunity to 
participate in the treatment of all cases. 

The first year of residency training should be dehi- 
nitely one of increased responsibility, beyond that of the 
internship, in medicine, surgery, obstetrics, gynecol- 
ogy, and pediatrics. Too frequently the resident feels 
that a second year is just a repeat of his rotating intern- 
ship. 

The prime consideration of the hospital staff inter- 
ested in establishing a general practice residency should 
be the education of the resident, not services for the 
hospital. General practitioners on the staff should keep 
in mind their own experiences when they started prac- 
tice, and set up a training program that will enable the 
young physicians to go into practice well prepared. 

A current list of approved general practice residen- 
cies is published annually, in September, in the Journal 
of the American Medical Association. Copies of this list 
are available at the Academy’s headquarters office. 


Tuose who from their towers of seclusion and who in many in- 
stances contribute part of their service to the financial gain of their 
institution or department hardly are in a position to criticize the 
general practitioners who live in no sheltered environment. 


J. Hunt, M.D. 


3 
i 
; 
ad. i 
1 
| 
GP September, 1953 137 
‘ 


de giustibus... 


By direct appeal to the palate, DIASAL enlists the willing cooperation 

of patients on low-sodium diets. Its exceptionally high 

taste-equivalence to table salt is matched by close resemblance 

in other properties! — DIASAL looks, pours and otherwise 

behaves like sodium chloride at the table and in the kitchen. 

. Containing chiefly potassium chloride (plus glutamic acid 

and inert excipients), DIASAL is free from sodium, lithium and ammonium. 
‘It is accordingly safe to prescribe for prolonged and 

liberal use. DIASAL also serves as a prophylactic against the 

potassium depletion which may accompany low-sodium dieting.? 


DIASAL 


seasons food like salt safely 


packaging: ovailabléin 2-oz. shakers and 8-02: bottles. 


Samples and low-sodium-diet sheets for your patients available on request to Professional Servite Department. 


= FOUGERA == E. FOUGERA & COMPANY. INC. 


° 75 VARICK STREET, NEW YORK 13, N.Y. 


1. Rimmerman, A. B., and others: A Comparative Study of Sodium-free Salt Substitutes, 
Am. Pract. & Digest Treat. 2: 168, 1951. 


2. Fremont, R. E., and others: Postgrad. Med. 10:216, 1951. 
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tract infections 


= 


in urinary tract infections 


® promptly effective against a 
broad-spectrum of urinary pathogens 


® high concentration in active form 


in urinary tract 


© well tolerated, even upon prolonged 
administration 


Bapcerep by the temptation of forbidden foods, your obese patient needs help in sticking 
to his diet. To curb his craving for off-limits dishes, prescribe Desoxyn Hydrochloride. 

Dosage is smaller than required by other sympathomimetic amines, so one 2.5-mg. or 5-mg. 
tablet before breakfast and another about an hour before lunch usually suffice. Action is quicker, 
effect longer, side effects few. 

Desoxyn is also indicated in depressive states accompanying illness, convalescence or the 
menopause, and in other conditions calling for a cerebral stimulant. Parenterally it is a 
superior, long-acting vasopressor agent. At pharmacies in 2.5- 


mg. and 5-mg. tablets, in l-cc. ampoules and as an elixir. Obbott 


prescribe DESOXY N Hydrochloride 


(Methamphetamine Hydrochloride, Abbott) 


tion Wiles 

en temp | 

| 

Quic 


onsistently effective. .. 


exceptionally simple 


SEBORRHEIC DERMATITIS CONTROL 


keeps scalp free of scales 1 to 4 weeks 


No tedious application and removal procedures, no discomforting 
ointments, no stains on clothing or linens complicate SELSUN Sulfide 
Suspension’s effective control of seborrheic dermatitis of the 

scalp. Applied and rinsed out while washing the hair, SELSUN leaves both 
hair and scalp clean and odorless. And SELSUN maintains control 

of scaling for one to four weeks. 


SELSUN’s encouraging results further assure patient cooperation. Of 400 
patients clinically treated,'“* SELSUN completely controlled 81 to 87 
percent of all seborrheic dermatitis cases, 92 to 95 percent of all common 
dandruff cases. Itching and burning were controlled after two or 

three treatments. Ethically promoted, SELSUN is dis- 


pensed in 4-fluidounce bottles, on prescription only. Obbeott 


SULFIDE Suspension 


(SELENIUM SULFIDE, ABBOTT) 


1. Slepyan, A. H. (1952), Arch. Dermat. & Syph., 65:228, February. 
2. Slinger, W. N., and Hubbard, D. M. (1951), ibid., 64:41, July. 
3. Sauer, G. C. (1952), J. Missouri M. A., 49:911, November. 
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A new case history with photographs 


The unique value of ‘Dexamyl’ in providing symptomatic relief from 
mental and emotional distress is clearly demonstrated in this case history 
—reported by a Philadelphia general practitioner. 


Patient: K. C. (shown in photos below), age 72. "A case of 
arteriosclerotic vertigo with socio-marital picture 
presenting the truer atmosphere for his complaints: 

‘I awoke one morning and was knocked flat, as I got out 

of bed, with dizziness.' 


"He neglected to disclose that the flattening process was 
of more insidious development and that a growing feeling 

of inadequacy regarding his thirty-five year old wife 
infiltrated his masculine self-esteem. He felt anxious 

and fearful. An attack of vertigo gave the finishing touch 
to the whole picture." 


D examyl’ tablets and elixir 


to relieve anxiety, depression and inner tension 


Medical Treatment: For supportive therapy he was placed on 
'Dexamyl'; one tablet every three hours from 7 A. M. to 

4 P.M. "In three days it was reduced to q. 4h., 7A. M., 
11 A. M. and 3 P. M. He was able to leave his bed after the 
third day." After 10 days the dosage was reduced to one 
tablet b.i.d. (7 A. M. and 1 P. M.). 


Results: "'Dexamyl' raised his nervous threshold, gave him 
a feeling of well-being and confidence, which was the best 
substitute for youth. He decided not to go on old-age 
security but to go back to his job. This he has done. His 
smile has some hope in it again." 


These unposed photographs of patient K.C. were snapped during an 
actual interview with his physician. 


Each tablet contains Dexedrine* Sulfate (dextro-amphetamine sulfate, S.K.F.), 
5 mg.; amobarbital (Lilly), 4 gr. Each 5 cc. teaspoonful of the elixir is the 
dosage equivalent of one tablet. #T.M. Reg. U.S. Pat. Off. 


Smith, Kline & French Laboratories, Philadelphia 


what does BREAD 


contribute? 


Some twelve years ago the baking 
industry began large-scale, nationwide 
commercial production of enriched breads. 
Today such breads represent about three- 
fourths or more of all the marketed white 
bread in the United States,' and rank 
high among the foods which contribute 
essential nutrients—in important amounts 
—at low cost—to the nutrition of the 
American people.’ 


It is not so long since deficiencies of 
certain B vitamins and iron were regarded 
as sufficiently widespread in the United 
States to merit serious attention. By pro- 
viding broad distribution of these im- 
portant nutrients in effective amounts, 
commercial enriched breads have con- 
tributed notably to reducing the incidence 
of these deficiencies,' as repo for in- 
stance among patients of charity clinics 
throughout the country.’ It is authori- 
tatively believed that the enrichment 
of bread has improved the health of a 
large segment of our population.‘ 


Per pound, enriched breads today con- 
tribute—as required by government 
definition and standards of identity°—at 
least 1.1 mg. of thiamine, 0.7 mg. of ribo- 
flavin, 10 mg. of niacin, and 8 mg. of iron. 


Thus they are distinctly superior to home- 
made as well as bakers’ white breads of 
former years. 


Each pound of commercial enriched 
breads contributes also 39 Gm. of pro- 
tein—wheat flour protein supplemented 
with milk protein— biologically appli- 
cable to the growth processes as well as 
to tissue maintenance.’ 


Another significant contribution of such 
breads is 400 mg. of calcium per ‘pound.® 
Last not least, and rather to be praised 
than to be deprecated, is the low-cost 
contribution of calories which bread makes 
to energy needs. 


The appended table shows the impor- 
tant amounts of six essential nutrients 
contributed by six ounces of marketed en- 
riched breads. The table also shows the 
notable percentages of the National 
Research Council’s recommended daily 
allowances this small amount of present- 
day enriched breads represent. 


QcePr@> The Seal of Acceptance denotes that the nutri- 
on tional statements made in this advertisement 
ie are acceptable to the Council on Foods and 


* Nutrition of the American Medical Association. 


NUTRIENTS AND CALORIES CONTRIBUTED BY 6 OUNCES OF ENRICHED MARKET BREADS 
AND THEIR PERCENTAGES OF RECOMMENDED DAILY DIETARY ALLOWANCES* 


Nutrients 


and Calories Protein 


Thiamine 


Riboflavin 


Niacin Iron Calcium 


Amounts 14.5 Gm.’ | 0.41 mg.? 


0.26 mg.” 


3.8 mg.’ 4.5 mg.® | 150 mg.® 


Percentages 


of Allowances 21% 


34% 


14% 


32% 38% 15% 


*Daily dietary allowances recommended by National Research Council for a sedentary man (154 Ib.). 


AMERICAN BAKERS ASSOCIATION 


20 NORTH WACKER DRIVE 


1. Geddes, W.F.: Cereal Chemists Guard Nutrition, 
Agricultural and Food Chemistry 1:38 (Apr.) 1953. 
« Sherman, H.C.: Chemistry of Food and Nutrition, 
ed. 8, New York, The Macmillan Company, 1952, 
pp. 597-600; 646. 
3 + Flour and Bread Enrichment, 1949-50: Prepared by 
The Committee on Cereals, Food and Nutrition 
Board, National Research Council, 1950. 


CHICAGO 64, ILLINOIS 


4, Sherman, H.C.: The Nutritional Improvement of 


Life, New York, Columbia University Press, 1950, 
pp. 86-87. 

5. Bakery Products; Definitions and Standards of 
Identity: Federal Register 17:4453 (May 15) 1952. 


6. Data furnished by the Laboratories of The American 
Institute of Baking, Chicago, Illinois. 


7. Watt, B.K., and Merrill, A.L.: Composition of Foods— 
Raw, Processed, Prepared; United States Department 
of Agriculture Agriculture Handbook No. 8, 1950. 
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Barbidonna provides “the wide range 
of therapeutic usefulness which character- 
izes the naturally occurring belladonna 
alkaloids”,* plus the calming influence 


of phenobarbital. 


Barbidonna’s action is uniform and de- 
pendable since the alkaloid content is always 
constant, in fixed and scientifically appor- 
tioned amounts. 


Barbidonna is supplied as either 
TABLETS or ELIXIR 
Each Barbidonna tablet, or each fluidram (4 cc.) 


of elixir contains: 


Phenobarbital 16 mg. (14 gr.) 


Belladonna Alkaloids 0.13 mg. 


The alkaloids are equivalent in activity to 
approximately 7 minims of belladonna tinc- 
ture and are incorporated as hyoscyamine 
sulfate 0.1286 mg., atropine sulfate 0.0250 
mg., scopolamine hydrobromide 0.0074 mg. 


Barbidonna Tablets are supplied in bottles of 
100, 500, 1000 and 5000 tablets. 


Barbidonna Elixir is available in bottles of 1 pint 
and | gallon. 


*Goodman, L., and Gilman, A.: The Pharmacological Basis o 
Therapeutics, New York, The Macmillan Company, 1941, p. , 


VANPELT & BROWN, INC. 


Pharmaceutical Chemists 
RICHMOND 4, VIRGINIA 
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MILK WITH A BLUE 
RIBBON PEDIGREE 


Only Carnation can point to 

43 years of scientific cattle breeding 
on the famous Carnation Farms 

you see above. Holsteins from 
prize-winning bloodlines developed 
here are constantly improving 

the herds that supply Carnation 
processing plants throughout 
America...assuring you the fine 
quality milk you have come to expect 
in the familiar red and white can. 


THE MILK EVERY DOCTOR KNOWS 


RW GOVERNOR W 


OF 


CARNATION 


LEADING SIRE 
OF ALi TIME 

35 daughters 

are each producing 
over 1,000 pounds 

of butterfat yearly. 
(Average U.S. cow 

produces only 

211 Ibs.) 
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marked advance in 
wet dressing therapy. es 


1. Peck, S. M.; Traub, E. FE, and Spoor, H. J.: Aqueous Solutions of Sodium Propionate 
with Chlorophyll as a Therapeutic Agent: A.M.A. Arch. Dermat. & Syph. 67:263, 1953. 


avoids treatment dermatitis 


Clinical investigators' welcome the superior advantages of wet dressings 
made with PROPHYLLIN, the new sodium propionate-chlorophyll prepara- 
tion. Incorporating a constituent of the protective coating of normal skin, 
PROPHYLLIN makes a soothing dressing for even the most acutely inflamed 
skin disorders. 


more physiologic: contains no chemical irritants or sensitizing agents. 
nonastringent: will not block sweat ducts. 

markedly antipruritic 

mildly bacteriostatic and fungistatic 

cosmetically acceptable: no objectionable propionate odor after powder is 
dissolved ...does not stain. 


...and as healing progresses... Prophyllin ointment 


to continue the benefits of PROPHYLLIN in ambulatory patients, or when wet 
dressings are contraindicated or impracticable. 

PropHyLLin Powper, for preparation of wet dressings, in cartons of 12 packets. 
(Each packet contains 2.3 gm. of powder, sufficient to prepare 8 ounces of solution 


containing 1 per cent sodium propionate and 0.0025 per cent water-soluble chloro- 
phyll.) Also in 4-ounce and 16-ounce jars. 


PropuyLiin OINTMENT, in 1%4-ounce and 4-ounce tubes. (PROPHYLLIN OINTMENT 
contains 5 per cent sodium propionate and 0.0125 per cent water-soluble chlorophyll.) 


ystan ) company inc. 


Mount Vernon, New York 
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When the 


grain reaper was a baby in 1831 


After the panic of 1837 Cyrus Hall 
McCormick was left with one principal 
asset, the reaper, which he had publicly 
demonstrated for the first time in 1831. 


Not discouraged by earlier disappoint- 
ments, McCormick started again in a 
small blacksmith shop in Virginia. Here 
he experimented, tested, and perfected 
his great labor-saving invention. Prog- 
ress was slow, parts had to be redesigned, 
and customers were convinced only by 


rigorous trials. In 1847 McCormick 
moved his shop to Chicago. Here in the 
heart of the Western farming area the 
reaper business flourished, and so untir- 
ing effort by Cyrus Hall McCormick 
successfully founded what is today one 
of the world’s best-known business con- 
cerns, the International Harvester Com- 


pany. It was in this same era that 
Church & Dwight, founded by Dr. Austin 
Church and John Dwight, introduced 
bicarbonate of soda (baking soda) to the 
western hemisphere. 


Since 1846 physicians have prescribed 
bicarbonate of soda for internal and ex- 
ternal maladies. Arm & Hammer and 
Cow Brand are U.S.P. Bicarbonate of 
Soda and approved as such by the 
Council on Pharmacy and Chemistry of 
the American Medical Association. 


Free children’s storybooks. We 
would like to send you children’s story- 
books on dental health for your waiting 
room. They are approved by leading 
educators. Just write to us at the ad- 
dress below. 


70 Pine Street 
BUSINESS ESTABLISHED IN 1846 


New York 5, N. Y. 
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erythromycin + triple sulfonamides for combined 
antibiotic-chemotherapeutic effect in common infections 


- 


KALAMAZOO, MICHIGAN 
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antibiotic action 


chemotherapeutic effect 


to forestall resistance 


“... resistant mutants have 

a negligible probability 

of emerging from a sensitive 
strain in the presence 

of effective concentrations 

of two chemotherapeutics 

with different modes of action..." 


formula: each tablet contains 


Erythromycin. ...... 100 mg. 
Sulfadiazine. ...... 0.083 Gm. 
Sulfamerazine ..... 0.083 Gm. 


Sulfamethazine . . . .0.083 Gm. 


dosage: 


2 tablets every 6 hours. 

In severe infections, dosage may 
be increased to 4 or 5 tablets 
every 6 hours. 


supplied: Bottles of 50 


1. Davis, B. D. : Pub. Health Rep. 67 : 376-379 (April) 1952, 
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erythromycin 


triple sulfonamides 


to enhance therapeutic effect 


reinforced action, especially 

against Gram-positive bacteria 
susceptible to erythromycin 
(notably staphylococci, streptococci, 
pneumococci), plus protection 
against common 

Gram-negative infections. 


indicated in 


infections resistant to penicillin 
and other antibiotics. 


Gram-positive infections, 

especially those due to staphylococci, 
streptococci, and pneumococci 

(e.g., pneumonia, pharyngitis, 
tonsillitis, scarlet fever, 

erysipelas, osteomyelitis, pyoderma). 


mixed infections, including 
those of the urinary 
and respiratory tracts. 
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for maximum | 
polyvitamin 


_VIFORT is an aqueous" 
polyvitamin containing syn- 
thetic vitamins Aand Dinsmall | 
particle size plus five B vita- 
mins; vitamin C; and vitamin E. | 
No fishy taste or odor. 

15-,30-, 60-cc. dropper bottles. 
Also supplied as capsules. 


‘Just write to 


ENDO PRODUCTS 
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Rehabilitating severely croppled 
arthritics with physical therapy 


and 


ACETATE 
(CORTISONE ACETATE, MERCK) 


The concurrent use of CorTONE and physiotherapy 
makes it possible to increase range of motion and 
muscle power, to relieve pain, and thus to rehabili- 
tate severely handicapped patients. 


Snow, W.B., and Coss, J. A., N.Y. State J. Med, 52: 319, Feb. 1, 1952 


Corton ts the registered N MERCK & CO., INc. 
trade-mark of Merch & Co., Inc. \{ Manufacturing Chemists 


for its brand of cortisone. 


OMerck & Co., inc. 
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Why buy x-ray apparatus? 


You can save money by renting 


under GE MAXISERVICE! 


And MAXISERVICE also means 


1, NO INITIAL INVESTMENT 


Now you can get the GE diagnostic or therapy x-ray unit you want without 
initially investing one cent, There’s no need to wait until you can accumu- 
late the down payment . . . no need to tie up your capital in equipment. 


2, NO SERVICING HEADACHES 


MAXISERVICE includes GE's periodic inspection and adjustment service. 
Our factory-trained experts will keep your equipment in tip-top opera- 
ting condition at no cost to you. You can minimize costly shutdowns. 


3, NO TUBE OR PARTS REPLACEMENT COSTS 


Your single monthly payment also covers replacement of worn-out tube and 
parts costs. And General Electric pays the bill on local taxes and insurance 
under the MAXISERVICE rental plan. There are no hidden costs, 


4, NO OBSOLESCENCE RISKS 


With MAXISERVICE, you never have an investment in obsolete equip- 
ment, When your apparatus is outmoded by new developments, GE will 
replace it with the new design — you never suffer obsolescence loss! 
You get all these MAXISERVICE advantages at a cost that’s actually less 
than if you bought the x-ray apparatus outright! Ask your GE x-ray repre- 
ne sentative to show you comparative figures, or write X-Ray Department, 
jw” as General Electric Company, Milwaukee 1, Wisconsin, for Pub. F-9. 


GENERAL @@ ELECTRIC 
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the realization of a hope ... 


a new phys io-chemical complex 


normalizing cholesterol metabolism 


Monichol* is the first medication to produce a sig- 
nificant reduction (59 to 233 mg. per 100 ml.) of 
elevated serum cholesterol levels in idiopathic and 10077 


st: familial hypercholesteremia associated with cardio- others 
oS vascular disease and diabetes, as proven by a recent be 
study.’ In addition Monichol also creates a significant 
2 rise in urinary output of cholesterol and formalde- 
hydogenic steroids, eventually returning to pre-treat- <4 
ment levels. 
* The authors state that the effects resulting from . — 


the administration of Monichol are not manifested a 
by any of its component parts | which leads them to 
conclude that Monichol is a “new physio-chemical 4 


complex.” 
In view of the well-established relationship between 
hypercholesteremia and the incidence of coronary = 


heart disease and diabetes? Monichol is indicated 
in the therapeutic and prophylactic management of 
hypercholesteremia as associated with these and 
other diseases. 


90% of the patients with 


Formula: Each teaspoonful (5 cc.) of Monichol contains: hhypercholesteremia had candio- 
Polysorbate 80 500 mg. vascular disease or diabetes.’ 
Choline Dihydrogen Citrate 500 mg. 
250 mg. 


1 tsp. 4 times daily, or 2 tsps. twice daily, after meals. 
nine In bottles of 12 oz. Literature available on request. 


IVES-CAMERON COMPANY, INC., 22 East 40th Street, New York 16, N. Y. 


1. Sherber, D. A., _ Levites, M. M.: Hypercholesteremia. 


Effect on Cholest lism of a Polysorbate 80-Choline-Inositol Complex (MONICHOL) 
J.A.M.A, Vol. 152: 382 = 20) 1953. 
2. Keys, A.: J.A.M.A. 147:1514 (Dec. 15) 1951. *Trademark 


Over a Quarter Century of Service to the Medical Profession 
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[ORAL FAT EMULSION SCHENLEY ] 


SCHENLEY LABORATORIES, INC. 


© Schenley Laboratories, Inc. *Trademark of Schenley Laboratories, Inc. 


for caloric boost 
without gastric burden 
...when weight gain 
is the objective 


TRADEMARK 


Just 2 tablespoonfuls of EDIOL* 
oral fat emulsion q.i.d. add 600 
extra calories to the daily diet 
without increasing bulk intake or 
blunting the appetite for essen- 
tial foods. This EDIOL regimen 
is the caloric equivalent of: 

6 servings of macaroni 

and cheese, or 

1 dozen Parker House rolls, or 

12 pats of butter, or 

8 boiled eggs, or 

6 baked potatoes, or 

9" slices of bread 


EDIOL is an exceptionally palat- 
able,creamy emulsion of coconut 
oil (50% ) and sucrose (122% ). 
The unusually fine particle size 
of EDIOL (average, 1 micron) fa- 
vors ease of digestion and rapid 
assimilation. For children, or 
when fat tolerance is a problem, 
small initial dosage may be 
prescribed, then increased to 
the level of individual tolerance. 


Available through all pharma- 
cies, in bottles of 16 fl.oz. 


schenley 


LAWRENCEBURG, INDIANA 
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THE 3rp APPLICATION OF S8.K.F.'s 
REVOLUTIONARY NEW DOSAGE PRINCIPLE 


ESKABARB* 


phenobarbital, S.K.F. 


SPANSULE' capsules 


S.K.F.’s brand of sustained release capsules 


PHENOBARBITAL 
In two strengths: 1 gr. and 1% gy. 


For continuous, even sedation over a prolonged period of time 


‘Eskabarb’ Spansule capsules—unlike any other form of phenobarbital—provide 
these 3 important advantages: 


1. Continuous, even sedation throughout the day—or night —with one oral dose. 


2. No excessive drowsiness; no nervous “‘breakthrough”’. 
3. Convenience of one dose daily. 


Available in 2 strengths: 


1 gr. replacing 4 gr. phenobarbital q.id. 11 gr. replacing 14 gr: phenobarbital t.i.d. 


Smith, Kline & French Laboratories, Philadelphia 


*Trademark tTrademark for S.K.F.’s brand of sustained release capsules (patent applied for). 


3 APPLICATIONS OF S.K.F’s NEW DOSAGE PRINCIPLE 


For relief of chronic tiredness 


Benzedrine’ Sulfate 


15 mg. Dosag ©: One ‘Benzedrine’ Spansule capsule (or two if necessary) 
taken in the morning. 


For day-long control of appetite an weight reduction 
> 


Dexedrine* Spansule' 
brand of sustained release capsules - 4, 


Dosag es One ‘Dexedrine’ Spansule capsule (or two if necessary) 
taken in the morning. 


10mg.& 15mg. 


For continuous, even sedation throughout 
the day—or night 


Eskabarb* Spansule? 


brand of sustained release capsules 
containing PHENOBARBITAL 


Dosag ©: One ‘Eskabarb’ Spansule capsule every 12 hours. 
(1 gr. replaces phenobarbital 4 gr. q.i.d.) 
(1% gr. replaces phenobarbital 1 gr. t.i.d.) 


Smith, Kline & French Laboratories, Phi 


* Trademarks for S.K.F’s brands of racemic amphetamine sulfate, dextro-amphetamine sulfate, phenobarbital, 
{Trademark for S.K.F.’s brand of sustained release capsules (patent applied for). ec 
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“Normally the fetus receives 


from 300 to 500 mg. of iron “ 
from the mother...” 
Pediatrics 7 :136, Jan. 1951. 


Pregnancy makes exceptional nutritional de- 
mands on the mother. CALFERBEE supplies the 
nutriments known to be depleted by the de- 
mands of the fetus. 

The gastric resistant coated tablet not only 
assures better tolerance, but also assures maxi- 
mum absorption of the contents for extra thera- 
peutic effect. 

CALFERBEE is not cluttered with components 
for which there is as yet no clear-cut need in 
human nutrition. Thus, the tablet is small, easy 
to take, and reasonable in cost. 


CARROLL DUNHAM SMITH 
PHARMACAL COMPANY 


New Brunswick, New Jersey 
Established 1844 


GIVES THE MOTHER 
WHAT THE 
FETUS TAKES 


“Iron deficiency and iron 

5 deficiency anemia cannot 
a be cured by diet.” 

J.A.M.A, 143:1252, Aug. 5, 1950, 


re Year, “The fetus demands and gets 
| Re calcium from the mother even 
if her diet is deficient.” 
Am. J. Obst. & Gynec. 57:1037, June 1949, 


Each easily-swallowed CALFERBEE tablet pro- 
vides: 

Calcium phosphate tribasic—400 mg.—66% 
more calcium and 11% more phosphate than 
the dibasic salt—approximate ratio calcium to 
phosphorus of 2 to 1. 

Ferrous sulfate exsiccated—100 mg.—the min- 
imum daily requirement—2.5 times the iron in 
the same amount of ferrous gluconate. 

The vitamins most needed during gestation: 
The minimum daily requirement of vitamin D, 
thiamine and ascorbic acid, and ¥% that of ribo- 
flavin. 

DOSAGE: One or two tablets repeated at the discretion 
of the physician. 
SUPPLIED: In bottles of 100 and 1000. 
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A NEW CHEMOTHERAPEUTIC MOLECULE 
MORED SPECIFICALLY FOR 
CTORY URINARY TRACT INFECTIONS 


> 


Discovery of the antimicrobial properties 
of the nitrofurans provided a novel class of 
chemotherapeutic agents. These compounds 
possess specific antibacterial activity with low 
toxicity for human tissues. 

The simplicity and flexibility of this nitro- 
furan nucleus make possible 
numerous variations of its T 
chemical and therapeutic ost Se 
characteristics; a remedy may ° 
be tailored to fit the disease. 


NITROFURANS 


Products of Eaton Research 


CH=N—N NH 
H,C —C=0 


Within recent years we have so designed 
two important antimicrobial nitrofurans for 
topical use: Furacin TT 
brand of nitrofura- 
zone and Furaspor ° 
brand of nitrofur- 
furyl methyl ether. 

Now we have suc- ° 
ceeded in chemically tailoring a unique mole- 
cule, designed specifically for the treatment 
of bacterial urinary tract infections: 


FURADANTIN 


Brand of nitrofurantoin: 


N-(5-nitro-2-furfurylidene)-1-aminohydantoii 
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pyelonephritis 
for cystitis 
pyelitis 


which have proven refractory to 
other antibacterial agents: 


FURADANTIN 


provides definite advantages: 


clinical effectiveness against most of the bacteria of urinary tract in- 
fections, including many strains of Proteus, Aerobacter and Pseudo- 
monas species 


low blood level—bactericidal urinary concentration 
effective in blood, pus and urine—independent of pH 
limited development of bacterial resistance 

rapid sterilization of the urine 

stable 

oral administration 


low incidence of nausea—no abdominal pain—no proctitis or 
pruritus—no crystalluria or hematuria 


non-irritating—no cytotoxicity—no inhibition of phagocytosis 
tailored specifically for urologic use 


Scored tablets of 50 & 100 mg. 
Now available on prescription 
: Write for comprehensive literature 


Inc 


NORWICH, NEW YORE 
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What’s for 
Infant Nutrition? 


1 £GG YOLKS 


sact 


Gerber’s Strained Orange 
Juice. Made from tree- 
ripened oranges, specially se- 
lected for high ascorbic acid 
content. Carefully pasteurized, 
extra-finely strained for easy 
bottle-feeding. Processed for 
minimum peel oil. 


Gerber’s Strained Egg 
Yolks. Creamy-textured, with 
fresh-egg flavor. Laboratory 
tested for purity. Processing 
includes heating at 240° F. for 
45 minutes to assure a safe, 
sterile product. Accurate in 
use: 2 tablespoons equal 1 
regular egg yolk. 


Gerber’s Strained Meats. In 
keeping with the new trend in 
infant feeding, Gerber’s Meats 
can be added to baby’s diet ex- 
tra early. Easy as milk to 
digest. Made of selected Ar- 
mour cuts, processed for low 
fat and fiber content. 


25 YEARS OF SERVICE 


Since 1928, the medical and 
allied professions have made 
enormous contributions to new 
developments in baby care. In- 
fant mortality has dropped and 
America’s babies are healthier 
and longer-lived than ever. 


Since 1928, Gerber’s have 
been making baby foods, result- 
ing in a specialization that 
enables us to keep pace with 
the ever-growing need for baby 
foods with true prescription 
selectivity for a variety of 
futritional needs. 


Gerber’s BABY FOODS 


4 CEREALS + 60 STRAINED & JUNIOR FOODS, INCLUDING MEATS 
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Arm 


protects” 


provides safer, higher plasma 
ft h e salicylate levels for marked relief 
of pain 


Pp a ti en ft protects against vitamin C deple- 


tion due to urinary loss 


on 


provides anti-hemorrhagic protec- 
tion during prolonged salicylate 


salicylate therapy 


therapy 


*The Therapeutic Difference is 50 mg. of Ascorbic 
Acid in each tablet + sodium salicylate 0.3 Gm. + sodium 
para-aminobenzoate 0.3 Gm. 


Army three additional dosage formulations for your choice 
1 Armyl with Ye grain Phenobarbital 

2 Army! Sodium-Free 

3 Armyl Sodium-Free with Ye grain Phenobarbital 


Supplied in bottles of 100. 


THE ARMOUR LABORATORIES 
A DIVISION OF ARMOUR AND COMPANY + CHICAGO 11, ILLINOIS 
® world - wide 


PHYSIOLOGIC THERAPEUTICS THROUGH RESEARCH 
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DIVISION OF MERCK & CO., Inc. 


PHOTOGRAPH BY PAUL RADKAI 


‘IMU 


For a size 40 with size 14 ideas... 


KA 


METHYLCELLULOSE WAFERS“ 


*Patent applied for 


It's seriously frustrating, and often costly, for overweight women 
to buy attractive clothes. Your obese patients will lose weight 
and improve both their spirits and their health when you pre- 
scribe ‘Melozets: 

‘Melozets’ look and taste like graham crackers; each wafer 
contains 1.5 Gm. of methylcellulose. Eating ‘Melozets’ gives a 
sense of satisfying fullness, which blunts the appetite. Yet each 
wafer supplies only approximately 30 calories. ‘Melozets’ are a 
“drugless” help to any reducing regimen. 


EASYTOEAT: Take with a full glass of water, fruit juice or 
skim milk, between meals or one-half hour before meals. No 
more than 8 in a 24-hour period. 


SUPPLIED: By pharmacists in 12-lb. boxes of about 25. 


For a pad of sheets, each with 42 differ- 
ent ‘Melozets’ reducing menus, and a 
sample of ‘Melozets’, drop a note on your 
prescription blank to Professional Serv- 
ice Dept., Sharp & Dohme, West Point, 
Pennsylvania. 
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physiologic relief of “morning sickness’ 


EMETROL 


[PHOSPHORATED CARBOHYDRATE SOLUTION] 


In a well-controlled study, Crunden and Davis' re- 
cently found that EmeTrot abolished or reduced the 
severity of pregnancy nausea in 78.8 percent of 123 
° ® patients ... usually within 24 hours. In contrast, a 
Kamney placebo of similar taste and appearance proved mod- 
erately beneficial in only 15.6 percent of 122 controls. 
EMETROL contains balanced amounts of levulose and 
dextrose in coacting association with orthophos- 
phoric acid, stabilized at an optimally adjusted pH. 
Containing no antihistaminics, barbiturates, or nar- 
cotics, it is a safe, inexpensive, physiologic agent 
which may be given freely without stimulating or 
depressing the patient. Its value for a given patient 
can be readily appraised by the physician in a 
minimum of time.’ Dosage for nausea of pregnancy 
— 2 tablespoonfuls taken undiluted immediately on 
arising, repeated as required if nausea recurs. 


IMPORTANT: EMETROL must not be diluted or followed 
by any liquids for at least 15 minutes. 


Also beneficial in vomiting associated with intestinal 
“flu,” motion sickness, and nausea due to drug ther- 
apy or anesthesia. 


SUPPLIED: Bottles of 3 fl.oz. and 16 fl.oz. through all 
pharmacies. Literature and Samples on Request. 


1. Crunden, A. B., Jr., and Davis, W. A.: Am. J. Obst. & Gynec. 
65:311, 1953. 
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REDUCING DIETS 
DIABETIC DIETS 
GERIATRIC DIETS 
POSTOPERATIVE DIETS 
PEPTIC ULCER DIETS 
LOW SODIUM DIETS 
HEPATIC DISEASE DIETS 
RHEUMATIC FEVER DIETS 


When cet 2 “Clusivol” Capsules 
(average daily dosage) provide: 


* 3° Vitamin A (synthetic) ....... 25,000 U.S.P. Units 
Vitamin D (irradiated 
res lon ergosterol) 2,000 U.S.P. Units 
Vitamin C (ascorbic acid) ........... 150.0 mg. 


Pyridoxine HC1 (Be) 1.0 mg. 
Panthenol, equivalent to ............ 10.0 mg. 
of calcium pantothenate 
Vitamin Bis U.S.P. (crystalline) ..... 2.0 meg. 
Folic acid ... 2.0 mg. 
Nicotinamide 100.0 mg. 
Vitamins alone Vitamin E (as mixed 
tocopherols natural) ................. 10.0 mg. 
are not always enough ‘an. 
Choline—from choline bitartrate. 30.0 mg. 
Biotin . 0.1 mg. 
Based on the well 
recognized concept of Cobalt —from cobalt sulfate ....... 0.1 mg. 
lati Copper —from copper sulfate ..... 1.0 mg. 
interrelationship in Fivorine—from calcium 0.025 mg. 
sas “ . ” lron—from 4 gr. ferrous 
nutrition, “Clusivol 76.2 mg. 
Capsules offer an ex- Calcium — from dicalcium 
165.0 
vitamins, minerals, and lodine—from potassium iodide... 0.15 mg. 
trace elements .. . fac- —from sodium 
mo mg. 
tors likely to be lacking Potassium—from potassium sulfate 5.0 mg. 
Zinc — from zinc sulfate ............... 1.2 mg. 
when restrictive diets 
are prescribed. sulfate mg. 
Phosphorus — from dicalcium 
phosphate 127.4 mg. 


“CLUSIVOL.. 


No. 293—Supplied in bottles of 100 and 1,000. 


Multiple 
Ayerst, McKenna & Harrison Limited 
vitamin-mineral New York, N. Y. + Montreal, Canada 


supplement 
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Percent contribution of various nutrients made to 
U. S. food supply by all animal food products. 


13.6% 
1 29.4% THIAMINE | 

22.5% RIBOFLAVIN 

NIACIN 

VITAMIN | 


Supplied by > Supplied by all other 
all dairy foods animal food products 


'Data supplied by Bureau of Human Nutrition and 
Home Economics, Agricultural Research Adminis- 
tration, U.S.D.A. (April) 1952. 

2Okey, R., and Turner, E. Dietary protein as a 
lipotropic agent for cholesterol. Fed. Proc. 10:390 
(March) 1951. 

'Gofman, J. W., and Jones, H. B. Obesity, fat 
metabolism and cardiovascular disease. Circulation 
5:514 (April) 1952. 

‘Keys, A. Human atherosclerosis and the diet. 
Circulation 5:115 (January) 1952. 

5Hegsted, D. M. Further ts on cholesterol. 
Presented before American Medical Association, 
Los Angeles, December 1951. 


aS This seal indicates that all nutrition statements in the advertise- 


q : ment have been found acceptable by the Council on Foods and 
vane Nutrition of the American Medical A iation 


NATIONAL DAIRY COUNCIL 


111 NORTH CANAL STREET * CHICAGO 6, ILLINOIS 


Since 1915 ... the National Dairy Council, a non-profit organization, has been 
devoted to nutrition research and education to extend the use of dairy products. 


PLANT 


OODS of animal origin (milk, 
cheese, meat, eggs, etc.) com- 
bined with plant foods are 
needed for optimum nutrition. 


About two-thirds of our protein comes 
from animal foods.! Most animal protein 
has a high biological value, by virtue of 
its content of essential amino acids. 
Animal foods are also a source of vitamin 
By, a factor necessary for red blood cell 
regeneration. There is evidence that the 
presence of animal protein foods in the 
diet favors normal lipid metabolism.? 


Four-fifths of our calcium comes from 
animal foods, chiefly from dairy prod- 
ucts. Without dairy foods it is exceed- 
ingly difficult to meet the requirements 
for calcium. Animal foods also supply 
three-fourths of our available riboflavin, 
one-half our niacin, and one-third of our 
thiamine.! These and other vitamins are 
necessary for normal cellular metabolism. 


Animal foods contain cholesterol, a 
lipid which is a normal constituent of all 
body cells, and which is synthesized by 
the body from substances derived from 
protein, fats, and carbohydrates. Dis- 
turbed lipid metabolism may result in 
deposition of cholesterol with fatty acids 
and protein in the inner walls of the blood 
vessels. This condition, atherosclerosis, 
is a forerunner of a number of cardiovas- 
cular diseases.’ 


Atherosclerosis is frequently associated 
with obesity, diabetes, and other meta- 
bolic disorders.*:+ The cause of athero- 
sclerosis has not been determined. Re- 
striction of dietary cholesterol by elimina- 
tion of animal foods has not been shown 
to be beneficial in its prevention or cure. 


The omission of the valuable nutrients 
found in these foods constitutes a nutri- 
tional risk not justified on the basis of 
currently available evidence.*® 
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Childhood | 
Scarlet fever 


Chorea 
Diphtheria 
Pneumonia 


Use center section to record 


duration. Any comy 


when the history 
hints at diabetes 


BRAND 


for urine-sugar analysis 


CASES 
10 20 30 40 £50 60 


SISTER 
BROTHER 
MOTHER 
FATHER 
UNCLE 
AUNT 
COUSIN 
GRANDFATHER 
GRANDMOTHER 

DAUGHTER-SON 


NIECE—NEPHEW 


The Diabetic Relatives of 265 Diabetics' 


In view of “...the very high incidence 
of...unsuspected cases among the 
blood relatives of diabetic patients,” 
urine-sugar testing of all such 
individuals should be routine and frequent. 


1. Barach, J. H.: Diabetes and Its 
Treatment, New York, Oxford University 
Press, 1949, p. 38. 

2. Allen, F. M.: Diabetes Mellitus, 

in Piersol, G. M., and Bortz, E. L.: 
Cyclopedia of Medicine, Surgery, Specialties, 
Philadelphia, F. A. Davis Company, 

1951, vol. 4, p. 505. 


AMES 
COMPANY, INC., ELKHART, INDIANA 
Ames Company of Canada, Ltd., Toronto 


— hl (it 
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means examined and found abnogfial means examined an 
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arrests 
bleeding 


in minutes 


KOAGAMIN' 


SYSTEMIC AID TO FASTER CLOTTING 


KOAGAMIN acts rapidly —in minutes, not hours—because it acts directly on the blood-clotting 


mechanism, unlike vitamin K (indicated only in relatively infrequent prothrombin deficiencies). 


In daily practice—KOAGAMIN is an invaluable aid in arresting capillary 

or venous bleeding of surgical, traumatic or internal origin. Used preoperatively, 
it assures a clearer field and less postoperative oozing. Especially useful in: 
postpartum hemorrhage - uterine bleeding + prostatectomy « tonsillectomy 


epistaxis - oral and nasal surgery + gastric ulcer. 


Safe—no untoward side effect—including thrombosis—has ever been reported with KOAGAMIN. 


KOAGAMIN, an aqueous solution of oxalic and malonic acids for parenteral use, is supplied in 10-cc. di 


CHATHAM PHARMACEUTICALS, INC. 
NEWARK 2, NEW JERSEY, U.S.A. 
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you can now specify Pfizer Syntex 
oral, transmucosal and tnyectable 
preparations of androgens, estrogens, 


progesterone and combinations 


widely useful in practice today 


Arrangements recently completed between 
Chas. Pfizer & Co., Inc., and Syntex, S.A., 
now make possible a complete line of steroid 
hormone preparations available from 
PrizeR Laporatories. On the facing page 
are listed the initial groups of Pfizer Syntex 
preparations you can now specify, including 
Neodrol,* the newest agent for anabolic ef- 
fect and tumor-suppression in selected cases 
with minimal virilizing side effects. 


Research, discovery, development and wide 
clinical acceptance have distinguished 
Pfizer antibiotic agents, so often the choice 


of physicians in the control of infectious 
disease. The scientific research facilities and 
production controls of both Pfizer and 
Syntex assure the unsurpassed purity, po- 
tency and clinical excellence of the steroid 
hormone preparations supplied by PFizER 
LABORATORIES. 


Additional information on these specialties 
and their roles in your practice may be ob- 
tained by writing directly to Medical Serv- 
ice Department, PrizerR Laboratories, Di- 
vision, Chas. Pfizer & Co., Inc., 630 Flushing 
Avenue, Brooklyn 6, N. Y. 
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SYNANDROTABS* Methy! Testosterone, U.S.P.. Tablets 10 mg. and 25 mg. 


SYNANDRETS* Testosterone, U.S.P.. Transmucosal Tablets 10 mg. and 
25 mg. 


SYNANDROL* Testosterone Propionate, U.S.P., in Sesame Oil 25 mg., 
50 mg. and 100 mg. per cc.; in single-dose disposable 
STERAJECT® cartridges and in 10 cc. multiple-dose vials 


SYNANDRO L’-F Testosterone, U.S.P., in Aqueous Suspension 25 mg., 50 mg. 
and 100 mg. per cc.; in 10 cc. multiple-dose vials 


DIOGYNETS" Estradiol, U.S.P.. Transmucosal Tablets 0.125 mg.. 0.25 
mg. and 1.0 mg. 


DIOGYN -E Ethinyl Estradiol Tablets 0.02 mg.. 0.05 mg. and 0.5 mg. 


DIOGYN* Estradiol, U.S.P., in Aqueous Suspension 0.25 mg. and 
1.0 mg. per cc.; in single-dose disposable STERAJECT 
cartridges and in 10 cc. multiple-dose vials 


DIOGYN-B Estradiol Benzoate, U.S.P.. in Sesame Oil 0.33 mg. and 
1.0 mg. per cc.; in 10 cc. multiple-dose vials 


ESTRONE Estrone, U.S.P, in Aqueous Suspension 2 mg. and 5 mg. 


per ce.; in 10 ce. multiple-dose vials 


SYNGESTROTABS* Ethisterone, U.S.P.. Tablets 10 mg., 25 mg. and 50 mg. 


SYNGESTRETS"* Progesterone, U.S.P.. Transmucosal Tablets 10 mg.. 20 mg. 
and 50 mg. 


SYNGESTERONE* Progesterone, U.S.P., in Sesame Oil 10 mg.. 25 mg.. 50 mg. 
IN SESAME OIL and 100 mg. per cc.; in single-dose disposable STERA- 
JECT cartridges and in 10 cc. multiple-dose vials 


SYNGESTERONE* Progesterone, U.S.P.. in Aqueous Suspension 25 mg. and 


In AQUEOUS SUSPENSION 50 mg. per cc.; in 10 cc. multiple-dose vials 


COMBANDRIN* Estradiol Benzoate, U.S.P., 1 mg. and Testosterone 
Propionate, U.S.P., in Sesame Oil 20 mg. per cc. In single- 
dose disposable STERAJECT cartridges and in 10 ce. 

multiple-dose vials 


COMBANDRETS* Estradiol, U.S.P.. 1 mg. and Testosterone, U.S.P., 10 mg. 


per Transmucosal Tablet 


NEODROL* Stanolone in Aqueous Suspension 50 mg. per cc.; in 10 cc. 
multiple-dose vials 


PFIZER LABORATORIES Brooklyn 6, New York 


DIVISION. CHAS. PFIZER & CO., INC. 
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when patients are 


TRANQUILIZER...RELAXANT...ANTIDEPRESSANT 


TABLETS AND ELIXIR 


TRIPLE-ACTING to produce 
Each tablet or spoonful neuromuscular relaxation and 
(5 c.c.) contains: 
Mephenesin 250.0 mg. promote tranquility, thus breaking 


isu... See. the chain of fatigue, aches and pains. 


Butabarbital 
Bottles of 50, 100, and 1000 tablets. 
Elixir: Bottles of 8 oz. symptoms associated with tension. 


A PRODUCT OF REED & CARNRICK 
A trusted name since 1860 JERSEY CITY 6,N. J. TORONTO, ONT., CAN. 


depression, and the numerous other 
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Gantrisin ‘Roche’ is especially 
soluble at the pH of the kidneys, 
That's why it is so well tolerated... 
does not cause renal blocking...does 
not_require alkalies. Effective 
against both gram-positive and 
gram-negative organisms. Over 100 
references to Gantrisin®*in recent 


literature, 
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For systemic and urinary infections -- 
Gantrisin Tablets ‘Roche’ 


respiratory infections in children --- 
Gantrisin Pediatric Suspension and Syrup 


meningitis and other serious infections -- 
Gantrisin Ampuls 


external eye infections -- 
Gantrisin Ophthalmic Solution 
and Ointment 


nasal infections -- Gantrisin Nasal Solution 


external ear infections -- 
Gantrisin Ear Solution 


combination therapy with penicillin -- 
Gantricillin*®and Gantricillin-300 
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In the form of Aminoprox, three out of four pa- 
tients can be given therapeutically effective ora/ doses 
of aminophylline. 

This is possible with AmMinopDRox because gastric 
disturbance is avoided. 

Now congestive heart failure, bronchial and car- 
diac asthma, status asthmaticus and paroxysmal 
dyspnea can be treated successfully with ora/ amino- 
phylline in the form of AminopRox,. 

Aminodrox Tablets contain 1 1/2 gr. aminophylline with 2 gr. 
activated aluminum hydroxide. 

Aminodrox-Forte Tablets contain 3 gr. aminophylline with 4 
gr. activated aluminum hydroxide. 

Also available with 1/4 gr. phenobarbital. 


j Heard at the staff meeting . . . 
Aminodrox 
minodrox! 
Aminodrox] | 
| 
) Aminodrox increases the usefulness of oral aminophylline 
setaited iterature 
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Occasionally a patient may ask, “Why is FELSOL in powder form?” 
For good reason FELSOL has steadily maintained a powder form dosage, 


despite the current demand for tablets and capsules. 

Recent studies* emphasize why there is more pharmaceutical sense than 
meets the eye in powder form medication ...a simple, physical fact so obvious 
that its significance sometimes escapes the casual observer. The principle 
demonstrated is simply this: in any given medicine, the smaller the particle 
size, the greater the rate of absorption because of increased surface arec. 
Having a larger surface area, medicinal ingredients in powder form display 
higher solution rates and more effective activity. 

Since prompt action is of the essence in symptomatic treatment of ASTHMA, 
HAY FEVER, and other bronchial allergic disease states, FELSOL in finely 
ground powder form insures quick and complete absorption. 

Gratifying relief from distressing respiratory and related symptoms thus 
comes swiftly and surely. 


This is the reason for FELSOL powders. 


Ga *J. V. SWINTOSKY, S. RIEGELMAN, 
T HIGUCHI, AND L. W. BUSSE, 
JOURNAL OF THE AMERICAN 


PHARMACEUTICAL ASSOC. 38.6: 
308-13, JUNE, 1949. 


Fach powder weighs 1 gm. and contains: 
Antipyrine ——0.869 Gm. 
lodopyrine 
Citrated Caffeine ——0.100 ” 


Professional samples and literature gladly sent upon request. 
AMERICAN FELSOL COMPANY + LORAIN, OHIO 
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Every patient with 
essential hypertension is a potential 
candidate for Raudixin therapy 


Because of its safety and the stability of its hypotensive effect, Raudixin can 
be confidently prescribed for all patients with essential hypertension. It is 
especially recommended for the large, indeterminate group whose symptoms 
are not severe enough to warrant the use of other hypotensive agents. Criti- 
cal adjustment of dosage is unnecessary. 


In more advanced cases, Raudixin is a valuable adjunct to other agents. 


240 


This patient’s blood pressure was lowered about Veratrum augmented theeffect of rauwolfia; and 
the same amount by rauwolfia, veratrum or hy- the effect was maintained even when veratrum 
dralazine. Hydralazine, however, caused unde- was discontinued some months later.— After 
sirable reactions and increased the pulse rate. R. W. Wilkins, Ann. Int. Med. 37: 1144, 1952. 


RAUDIXIN 


Squibb Rauwolfia 


50 mg. tablets, bottles of 100 and 1000 
Raudixin contains the whole powdered 
root of Rauwolfia serpentina. The wide clinical 
experience to date still makes the 
whole crude root the preferred form of the drug. ‘sou w»mooum SQUIBB 


» 
Rauwolfia 
eratum 
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Hypertensive 


live with it 
make a living while doing se 


SAFE in its HYPOTENSIVE 
and PROTECTIVE action 


Uncomplicated dose schedule 


No hospitalization 


No ganglionic blocking 
or central nervous 
stimulating side effects 


is available on prescription at all leading 
pharmacies. Literature and supply for initiating 
treatment sent on request. 


The STABILIZED form of Mannitol 


Hexanitrate pioneered 
Strasenburgh ressorch R. J. STRASENBURGH CO., ROCHESTER 14, N.Y. U.S.A. 
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DESIGNED, WRITTEN AND 
PUBLISHED SOLELY FOR THE BUSY 


*K GENERAL PRACTITIONER 


The American Academy 


one At last you, as an alert, progressive physician, can read 


a single monthly magazine and keep abreast of all the 
swiftly moving developments in the profession! Each 
month, without wasted words, GP’s top-flight editors pre- 
sent timely facts. Practical, news-making advertisements, 
approved only after meeting the highest standards of 
copy acceptance, keep you in touch with the accomplish- 
ments of leading medical suppliers. Yes, you will make 
the most of the time you spend in “required reading” it 
you place this carefully edited monthly magazine at the 
top of your list. The coupon below will bring you the 
current issue of — GP! 


EXACTLY FITS YOUR NEEDS! * 


American Academy of General Practice 
406 W. 34th Street 
Kansas City 11, Missouri 


Please send me, without charge, the current issue of 
GP and enter my subscription for one year. This means 
| receive 13 issues for the price of 12. 


You may bill me for the subscription price of $10.00, 


GET YOUR COMPLIMENTARY COPY NOW! ~ 
payable by the 10th of next month. 


M.D. 
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e lowers blood pressure by centrally 
induced vasorelaxation 


e hypotensive action independent of 
alterations in heart rate 


e retains its efficacy during prolonged 
periods 


rarely promotes sensitivity or in- 
creased tolerance 


@ produces warning symptoms of over- 


These are the desirable pharmacologic 
and clinical features of Veriloid which 
establish this alkaloidal extract of Ver- 
atrum viride as the safest of the potent 
hypotensives. Note that your patient 
need not be hospitalized, can maintain 
his normal business and social activ- 
ities, and is not living in constant dan- 


dosage before the critical level has 
been reached 

e@ no paralysis of sympathetic activity 

@ no postural hypotension 

@ no compromise of renal function 

eno reduction in cardiac output or 
cerebral blood flow 

eno tachycardia or increase in car- 
diac work 


ger of hypotensive collapse due to sud- 
den changes in posture. No death at- 
tributable to Veriloid has ever been re- 
ported, yet this drug has enjoyed ex- 
tensive use during the past five years. 
Average initial dose, 3 to 4 mg. three 
times daily after meals, at intervals of 
not less than four hours. 


An Original Research Product of 


RIKER LABORATORIES, INC. 


8480 BEVERLY BLVD., LOS ANGELES 48, CALIF. 


VERILOID 
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SONOTONE TRANSISTOR AID CHOSEN 
“FINEST IN ITS FIELD” 


1953 


THE FIRST ANNUAL AUDIO ENGINEERING AWARD 
FOR 
Technical Excellence in the 
_ Design and Manufacture of Hearing Aids 
1S AWARDED TO 
Sonotone Corporation 


FOR THE 
Sonotone Model 1010 Hearing Aid 


IN TERMS OF ITS DESIGN, CONSTRUCTION AND EFFICIENCY IN USE, THIS 
INSTRUMENT HAS BEEN SELECTED BY THE DIVISION JUDGES 
AS THE FINEST IN ITS FIELD 


PRESENTED BY AUDIO ENGINEERING M 


An independent board of engineers has just given SONOTONE 
“The First Annual Audio Engineering Award” for its 
Transistor Hearing Aid. 


This aid, Model #1010, was chosen by these experts for its 
superiority in “‘design, construction and efficiency in use.” 


\\ 


Here’s proof that Sonotone’s Transistor Hearing Aid is 
designed better—made better—and performs better! 


Here’s proof that you should see Sonotone before buying 
any hearing aid, at any price. 


Other SONOTONE Products: 
Sub-miniature vacuum tubes 

Cathode ray electron guns for television tubes 
Nickel cadmium storage batteries for the armed 


SONOTONE CORPORATION 


“Trrone”’ phonograph pick up cartridges 
ELMSFORD, N. Y. 


Ae 1953 
|i 
| 
1 | | | 
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the | clinically preferred 


More efficient — 


no initial inactivation by liver 


Direct to bloodstream — 
without inconvenience or 


pain of injection 


Twice the potency of Sang, scored 


10 mg. (yellow) 


ingested methyltestosterone . Bottles of 
30, 100, and 500 


methyltestosterone U.S.P. Ciba 
Ciba brand of tablets for 
miicosal absorption 


227 
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Color tells 
the story 


Color, and color alone, tells the 
story realistically, objectively . . . 
provides information essential to 
complete understanding, thorough 
diagnosis. For example: What was 
the type of infection involved, 

the extent and degree of the 
inflammation? Color slides, 
transparencies, motion pictures 
give the answer, permit the physician 
to show what he saw exactly as he 
saw it, and to show it as often 

as he likes—in conferences, 

in classrooms, days or years later. 


At top of page—Normal fundus oculi (14). 1A—Embolism central retinal artery. 1B—Same case after four months, optic atrophy. 
2—Thrombosis central retinal vein. 3—Hypertension arteriosclerosis. 4A —Hypertensive retinopathy. 4B—Same case after two 
years, showing venous and arterial changes. 5A—Nephritic retinopathy. 5B—"‘Cotton-wool” edema 26 months later. 


SERVING MEDICAL PROGRESS THROUGH PHOTOGRAPHY AND RADIOGRAPHY 


TRADE-MARK 
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Top row—Clinical appearance of scleral tumor. Ex- 
cised eye (tumor was a nonpigmented melanoblastoma). 
Cut section showing deeply pigmented melanoblast 
behind external tumor. 

Center row—Nonpig- 

mented melanoblas- 

toma, lateral appear- 

ance. Posterior view. Cut 

section. Bottom row— 

Melanoblastoma in three 

cases. Surface of tumor. 

Section, nonpigmented. 

Section, moderately pig- 

mented. 


Tell it with color... quickly... easily .. . inexpensively 


For roll-film cameras. Kodak Ektachrome Roll 
Film—Nos. 120 and 620—permits Kodachrome 
Duplicates, Prints, Enlargements. 


Why are so many leading hospitals and clinics making 
photography a routine procedure? Why do they use 
color for much of this work? 

The facts are that color photography: (1) provides 
material that physicians urgently need; (2) produces it 
quickly and efficiently; (3) adds remarkably little to 
over-all photographic cost. 

Whatever the requirement, there’s a Kodak color 
film to meet it; Kodachrome Film for miniature and 
motion-picture cameras... Kodak Ektachrome Film 
and Kodak Ektacolor Film, Type B, for sheet-film 
cameras ... Kodak Ektachrome Roll Film—Nos. 120 
and 620 for roll-film cameras. 

See your photographic dealer... or write for fur- 
ther information. 


EASTMAN KODAK COMPANY 
MEDICAL DIVISION 
ROCHESTER 4, N. Y. 


For sheet-film cameras. Kodak Ekta- 
chrome Film permits Kodachrome Du- 
plicates, Prints, Enlargements. Kodak 
Ektacolor Film, Type B, for master 
color negatives, permits transparen- 
cies on Kodak Ektacolor Print Film. 


For motion-picture cameras. Koda- 
chrome Film—1émm. rolls or maga- 
zines—permits duplicate prints in 
black-and-white or color. 


KODACHROME 
TRANSPARENCY 


AINIBUVESNY BL 


For miniature cameras. Koda- 
chrome Film—35mm. or Bantam 
—permits Kodachrome Dupli- 
cates, Prints, Enlargements. 


i 
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Theyd crowd an outdoor cafe... 


all the patients who represent the 44 uses 


for short-acting Nd EM B U T A L 


44 PATIENTS? Just look in the picture above. You’ll find them all. And 
with every NEMBUTAL patient, with every NEMBUTAL use, these are the 
facts that you’ll find the same: 


1 Short-acting NEMBUTAL (Pentobarbital, Abbott) can produce any 
desired degree of cerebral depression—from mild sedation to 
deep hypnosis. 

2 The dosage required is small—only about one-half that of many 
other barbiturates. 

3 There's less drug to be inactivated, shorter duration of effect, wide 
margin of safety and little tendency toward morning-after hangover. 

4 In equal oral doses, no other barbiturate combines quicker, briefer, 
more profound effect. 


All are sound enough reasons for your prescription to call for Obbestt 
short-acting NEMBUTAL. How many uses have you tried? 


1-212 


GP * September, 1953 201 


| Try the 0.1-Gm, 
4 
NEMBUTAL 
Sodium Capsul: 


for postural hypotension 
Glenard’s syndrome 
and all cases of emphysema 


The following recommendations are made in their 
new book, CHRONIC PULMONARY EMPHYSEMA. 
PHYSIOPATHOLOGY AND TREATMENT.* 


“There are many types of abdominal supports 
(emphysema belts) intended to provide the ab- 
dominal compression necessary for elevating the 
diaphragm to the normal expiratory level. They 
should be designed to direct pressure inward and 
upward and also to provide the necessary support 
for the abdominal wall. The normal diaphragmatic 
arch may be restored by wearing a snug abdominal 


The Camp Inflatable Pad for the pport, which should not be too tight and should be 
Camp Diaphragmatic support con- worn only during the day. Some relief of respiratory 
tains a steel plate on the belt symptoms may be noted in many patients. Some use 
SS Fe ee = the Burgess-Gordon two band belt, and others use the 
easily control the pressure by Camp emphysema belt with inflatable pressure pad 
means of the valve and a small or similar apparatus.” 


detachable bulb. The lower edge 
of the pad comes just above the *Segal, M.S., M.D.; and Dulfano, M.J., M.D., Chronic Pul- 
symphysis pubis; the top falls monary Emphysema. Physiopathology and Treatment. Grune 
below the umbilicus. and Stratton, Inc., page 151, April 15, 1953. 

Fluoroscopy of patients wearing a Camp double back ad- 
justment diaphragmatic support shows that it raises the 
diaphragm toward its expiratory position and helps sup- 
port it in a dome shape. 


‘available at your local authorized Camp dealer 
. ata price within the reach of your patients. 


S. H. CAMP & COMPANY, JACKSON, MICHIGAN 
World’s Largest Manufacturer of Scientific Supports 
OFFICES AT: 200 Madison Ave., New York; Merchandise Mart, Chicago. 
FACTORIES: Windsor, Ont., London, England. 
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unresponsive.* Provides a relaxant effect on skeletal 
muscle spasm; an ameliorating effect on tremor; 

and a@ relief of anxiety without dimming cunsciousness. 
Particularly helpful in abnormal neuro-muscular 
conditions such as rheumatic disorders, disc syndromes 
and cerebral palsy; alcoholism, anxiety tension states 
and psychiatric states. 

in each Mephate Capsule, 0.25 Gm. mephenesin — 
with 0.30 Gm. glutamic acid hydrochloride. 

Adult dosage starts at 2 capsules 3 or 4 times a day, 


preferably with food or liquids. 
Lancet 74:271 


enesin per os has been significantly 
i “A. H. ROBINS CO., INC. ae 


NOW 


the first intramuscular digitoxin 


DIGITALINE NATIVELLE’ 
INTRAMUSCULAR 


for dependable digitalization and maintenance 
when the oral route is unavailable 


DIGITALINE NATIVELLE 
INTRAMUSCULAR 

is indicated for patients who are 
comatose, nauseated or uncoopera- 
tive, or whose condition precludes the 
use of the oral route. 


DIGITALINE NATIVELLE 
INTRAMUSCULAR 
provides all the unexcelled virtues of 
its parent oral preparation. 

Steady, predictable absorption. 


Equal effectiveness, dose-for-dose 
with oral DIGITALINE NATIVELLE. 


Easy switch-over to oral medication. 


Clinical investigation has shown that DIGITALINE NATIVELLE INTRAMUSCULAR 
is “effective in initiation and maintenance of digitalization. A satisfactory therapeutic 
effect was obtained with minimal local and no undesirable systemic effects.’"* 


DIGITALINE NATIVELLE INTRAMUSCULAR - 1-cc. and 2-cc. ampules, boxes of 6 and 50. Each cc. provides 0.2 mg. 
of the original digitoxin- DIGITALINE NATIVELLE. 


*Strauss, V., Simon, D. L., Iglauer, A., and McGuire, J.: Clinical Studies of Intramuscular Injection of Digitoxin 
(Digitaline Nativelle) in a New Solvent, Am. Heart J. 44:787, 1952. 


Literature and samples available on request. 


VARICK PHARMACAL COMPANY. INC. 
(Division of E. Fougera & Co., Inc.) 
75 Varick Street, New York 13, N.Y. 
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to meet current requirements 
COMBEX® KAPSEALS® 


provide the additional amounts of 
vitamin B-complex factors needed 
during periods of growth, of preg- 
nancy, of lactation, and of stress. 


meet 


vitamin @ 
needs 


for combined B-complex and C deficiencies 


COMBEX WITH 


VITAMIN C KAPSEALS 


combat frequently coexisting de- 
ficiencies of factors of the vitamin 
B-complex and of vitamin C. 


high potency B-complex and C 
THERA-COMBEX* 


KAPSEALS 


provide factors of the vitamin B- 
complex and of vitamin C in high 
potencies needed for intensive 
vitamin therapy. 

*Trade Mark 


individual 


when faulty digestion is an ideal liability 

TAKA-COMBEX® 
KAPSEALS 

provide Taka-Diastase,® potent 

starch digestant, plus nutritional 


supplementation with factors of 
me the vitamin B-complex and with 


Tana COMBER 


vitamin C, 


for rapid increase in B-complex reserves 
COMBEX PARENTERAL 


particularly suitable when oral 
administration is impracticable or 
unreliable. Also useful for certain 
types of anemia. 


TAKA-COMBEX 
ELIXIR 

for flexibility of dosage and for 

convenient administration. Partic- 


ularly useful in older and in young- 
er patients. 


‘ 
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to facilitate administrati 
acill min on 
| 
: 
— Detailed information from your pharmacist or from the Parke-Davis representative who calls on you. Literature available upon request. 
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THE AMERICAN ACADEMY 
OF 


GENERAL PRACTICE 
TAKES PLEASURE IN ANNOUNCING 


The Mead Jobnson Award 


FOR POST-GRADUATE TRAINING 
IN GENERAL PRACTICE 


Five Equal Awards Of One Thousand Dollars Each 
Will Be Presented Annually To Five Medical Students 


To Help Them Pursue A Year Of Residency Training 


In General Practice 
Reecipionts will be chosen annually by the 
“ Mead Practice Award Commillee 
Appointed from the Aeademy Membership by the Board off Directors of 
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in GASTROINTESTINAL SPASM 


PARASYMPATHOLYTIC... 


Parasympatholytic (as well as 
spasmolytic) in all therapeutic 
dosages, homatropine methylbromide 
affords dependable relief of gastro- 
intestinal spasm. It is thus superior to 
many agents which are actually 
parasympathomimetic in customary 
dosages and parasympatholytic only 
in high dosages attended by 
disturbing side effects. 


In Lusyn the antispasmodic efficacy 
of homatropine methylbromide is 
reinforced by phenobarbital to allay 
emotional tension. Lusyn also 
provides the antacid-adsorbent 
efficiency of Alukalin. 


For intestinal spasm, biliary spasm, 
pylorospasm, cardiospasm and 
irritable colon. 


MALTBIE LABORATORIES, INC. 
Newark 1 New Jersey 


elvic parasympathetic nerves 


. 


(NEW FORMULA) 


Each tablet contains: 


Homatropine methylbromide ..5 mg. (42 gr.) 
(increased from 2.5 mg.) 

Alukalin (activated kaolin )....300 mg. (5 gr.) 
Phenobarbital 15 mg. (% gr.) 
(increased from 8 mg. ) 


Supplied: Bottles of 100, 500 
and 1000 tablets. 


shretel 
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Significant Simplification 
in the Routine Management of 


_ Bronchial Asthma 


Self-administered As Easily As Insulin: 


A Patient Treated With HP*ACTHAR Ge 


A woman 36 years of age had to be hospitalized 
five times in 18 months for severe status asth- 
maticus which usually developed after each 
respiratory infection. 


The problem of recurrent attacks was effectively 
controlled when the patient was taught self- 
administration of HP*ACTHAR Ge/. She has 
given herself five courses of HP*ACTHAR Ge/ 
during the past year. Each course took from 
3 to 5 days, and the results were so satisfactory 
that no hospitalization was required. 


(Levin, S. J.: Ann. Allergy 11: 157-169, 1953; 
Case 6) 


Advantages of HP*ACTHAR Ge 


Fewer Injections: 


One or two doses per week in many instances. 


(IN GELATIN) Combines the two-fold advantage of sus- 


*Highly Purified. ACTHAR® is tained action over prolonged periods of 
The Armour Laboratories Brand of time with the quick response of lyophilized 
Adrenocorticotropic Hormone— ACTHAR. 
ACTH (Corticotropin). 
Much Lower Cost: 
Recent significant reduction in price, and 
reduced frequency of injections, have ad- 
vanced economy of ACTH treatment. 


A. THE ARMOUR LABORATORIES 


A DIVISION OF ARMOUR AND COMPANY ~: CHICAGO 11, ILLINOIS 


world-wide. 


HYSI!OLOGIC THERAPEUTICS THROUGH RESEARCH 
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LETTER S—Continued from page 25 


Problem Underrated 


Dear Sir: 

The article ‘General Practice Today and Tomorrow” in 
the April GP, based on the reports of the Commission on 
Health Needs of the Nation, is an oversimplification of a 
complex problem broached superficially and inadequately. 
It was pointed out at the very inception of this commission 
that a one-year period was totally inadequate for the study 
contemplated. 

This article by Dr. Clark and Mr. Collings presents, as 
objective findings, data that are superficial, faulty, and at 
times contradictory. 

It presents the Health Insurance Plan of New York as a 
comprehensive medical plan in terms synonomous. with 
better medical care by an author who is an employee of this 
organization and who obviously has a vested interest in the 
project. 

It also presents a so-called “objective” survey conducted 
by employees of H.I.P. in which it is stated that private 
general practitioners “cannot do their work properly or 
meet the rigid standards required by modern medicine.” 
The inference is that physicians employed by H.L.P. are in 
a better position to meet these standards. This is a very 
controversial and dubious inference. 


In the October 25, 1952 J.A.M.A. there is an excellent 


article by Arthur M. Master, M.D. (former president of the 
Medical Society of the County of New York) which points 
out the glaring defects of H.I.P. 

I feel it my duty to medicine to discuss H.I.P. because 
from 1940 to 1942 I had experience with a plan that was 
probably the precursor to H.I.P. This plan was then known 
as the Corlears Hook Medical Association, presented as a 
pilot experiment for the medical care of people in the Vla- 
deck Housing Project in the Lower East Side of New York 
City. 

I had just entered private medical practice after a two- 
year internship and applied for membership on the phy- 
sicians panel of the Corlears Hook Medical Association. My 
experience of approximately eighteen months with this plan 
revealed the following: 

1. There was frequent abuse of the privilege of consulting 
a physician for minor and insignificant complaints. 

2. My average income for both home and office visits, of 
which the latter was about one-third, was around 25c per 
visit. The association plan allowed a capitation fee of 25c 
per month or $3 per year per person, and a maximum of 
$12 per year for a family of four or more persons. 

In substance, I found that I was performing charity and 
actually subsidizing the plan. This is one of the major criti- 
cisms of H.I.P. made by Dr. Masters. 

(Continued on page 212) 


NEW! vates TRACHEA TUBE 
FOR TREATING BULBAR POLIOMYELITIS 


AS MADE FOR 
E. C. YATES, M.D., 
LEXINGTON, KY. 


ADMINISTER OXYGEN - MAINTAIN 
ASPIRATION SIMULTANEOUSLY 


The new Yates tube has an additional being aspirated through the conventional 
opening at the side to permit administration opening. The Yates Trachea Tube is made 
of oxygen at the same time that mucous is in sizes 2, 4, 6, and 8 in sterling silver only. 


9 


SURGICAL INSTRUMENT MAKERS 
609 COLLEGE ST. CINCINNATI 2, OHIO 
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Why risk sensitization 
resistant organisms 
using systemic 
antibiotics for intranasa 


application 


Violent sensitization following parenteral 
administration of a widely used systemic 
antibiotic, which is also available in nose- 
drop form. Painted by medical illustrator 
Paul Peck from actual case. 


‘DRILITOL’—S.K.F.’s dual antibiotic intranasal preparation— 
obviates fear of sensitization or resistant organisms to widely 
used systemic antibiotics. 


WITH ‘DRILITOL’, there is no danger of sensitizing the patient 
to—nor of developing in him organisms resistant to—penicillin 
or the “‘mycins”’, which are so frequently used systemically 

in serious infections. 
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‘DRILITOL’ contains two effective antibiotics 
that are not in wide-spread systemic use. 


In combination, these antibiotics—anti-grampositive gramicidin and anti- 
gramnegative polymyxin—actually potentiate each other. This important 
phenomenon results in an enhanced antibiotic action that attacks the 
wide spectrum of bacteria commonly found in intranasal infections. 


‘DRILITOL’ also contains the effective decongestant, Paredrinet Hydrobromide, 
and the antihistaminic, thenylpyramine hydrochloride. 


Smith, Kline & French Laboratories, Philadelphia 


FORMULA: Contains gramicidin, 0.005%; polymyxin B sulfate, 500 U/cc.; thenylpyramine 
hydrochloride, 0.2%; ‘Paredrine’ Hydrobromide (hydroxyamphetamine 
hydrobromide, S.K.F.), 1%. Preserved with thimerosal, 1:100,000. 


*T.M. Reg. U.S. Pat. Off. 
tT.M. Reg. U.S. Pat. Off. for hydroxyamphetamine hydrobromide, S.K.F. 
‘Spraypak’ Trademark 
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(Continued from page 209) 


In addition, I also learned from my experience with the 
Corlears Hook plan that some physicians discourage home 
visits by giving advice over the telephone. Recently I re- 
ceived reliable information regarding a specific case in which 
the abuse of the telephone by a H.I.P. physician almost had 
tragic consequences. Fortunately a private physician was 
called in to see the patient after the H.I.P. physician had 
given his advice by telephone, and it turned out that the 
patient required emergency surgery for acute appendicitis. 
There can be no doubt that a capitation fee plan like H.I.P. 
is open to abuses of this nature and can only result in a 
deterioration of medical services. 

The article by Dr. Clark and Mr. Collings implies that 
H.I.P. is meritorious because it is comprehensive and offers 
patients x-rays, electrocardiograms, and other laboratory 
tests that are otherwise not available. This type of logic is 
the same as the “cradle to the grave” security offered by 
current exponents of socialism both in this country and 
abroad. 

Plans like H.I.P. represent a form of “creeping socialism” 
that will only destroy the initiative and incentive of the 
physician by making him a small cog in a top-heavy appara- 
tus. This can lead only to deterioration of medical care. 

The qualities that make good medical men come from 
spiritual guidance by preceptors of good example and leader- 
ship. More of this is needed today and less of the tendency 
to make rules to control medicine and other fields of endeav- 


or. The spiritual approach, which is basic in medical ethics, 
is lacking today, and yet its application would be of tre- 
mendous benefit to mankind. 

In conclusion, I strongly feel that plans like H.I.P. are 
the wrong approach to medical care and dangerously mis- 
leading the American people. 

Henry D. Cuterro, M.D. 
Union City, New Jersey 


New Member Speaks 


Dear Sir: 

I am a new member of the organization (three months), 
but I want to congratulate your staff on the excellent monthly 
journal. I think this journal is truly one of the best. 

Many of our members in the Oak Park Medical group have 
also commented to this effect. 

P. E. Cocacng, M.D. 
Oak Park, Illinois 


The Widening Circle 


Dear Sir: 

Your magazine, GP, was recommended to me by the 
American Medical Association as one of the best and most 
widely read in the medical world. 

I am interested in procuring a subscription to your maga- 
zine for a medical friend of mine in Europe. Would you be 

(Continued on following page) 
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so kind as to send me the following information concerning 
this magazine: 

1. Is it issued weekly, or monthly? 

2. What is the cost? 

3. Is it possible to send it to Athens, Greece via air mail, 
with all expenses paid directly by me from Chicago? 

If it is at all possible would you send me an issue of your 
magazine, C.O.D., for I am not at all familiar with its con- 
tents. 

Atice Bays 
Chicago, Illinois 


All the requested information, including the fact that GP, a 
monthly publication, can be sent regular mail, not air mail, 
to Athens, Greece for $14 a year, has been forwarded, with a 
copy of GP, to Miss Bays.—PuBLISHER 


Word from Thailand 

Dear Sir: 

Asa foreigner, I must apologize to you for my poor English. 

I graduated from the Faculty of Medicine, Chulalongkorn 
University, eighteen years ago. During the last two years I 
was granted a two-year scholarship by the Thai government 
to take postgraduate study in surgery in the United States. 
I took a year’s postgraduate course in surgery from the Har- 
vard Medical School, at the Massachusetts General Hospital 
in Boston. It was at that hospital that I became acquainted 
with GP, which, judging from my standard, is very helpful to 
every practitioner. I am doing general surgery at the Army 


Hospital in Bangkok. As you might anticipate, with only 
about 1,200 modern trained doctors to serve over 18 million 
population in Thailand, every medical doctor has to know 
more than one thing. We can hardly limit ourselves to any 
specialty outside established institutions. 

The medical school I came from is now 65 years old. The 
place was reorganized by the Rockefeller Foundation in 1925, 
almost the same period as the reorganization of the Peiping 
Union Medical College in China. Besides reorganization in 
the curriculum, the Foundation also sent visiting professors, 
mostly from the U.S.A., to reorganize major departments. 
The co-operation of the Foundation terminated a year or so 
before World War II started. The reorganized school has a 
four-year medical course. After finishing secondary school, 
the students have to take two years’ pre-medical course be- 
fore entering the medical school. 

It was over 70 years ago that American missionary doctors 
introduced modern medical methods into the country. They 
are still active in rendering services, medical as well as educa- 
tional. We are also receiving assistance in the field of public 
health and medicine from such organizations as the World 
Health Organization and your Mutual Security Agency. 
More doctors are receiving postgraduate training in the 
States, and I believe we have a score of them in your coun- 
try at this time. Before World War II, our doctors went to 
Germany, England, and also to the U.S.A. I just returned 
from the States last January. 

Tur Puowpoxe, M.D. 
Army Hospital 
Bangkok, Thailand 


Zymenol 


EMULSION 
with Brewers Yeast 


TABLETS and GRANULES 

sodium carboxymethylcellulose 
containing debittered brewer's 
dried yeast fortified with Vitamin 


DR. 


Safe, Easy Laxation 


for Your Patients...from 


Non-habit forming 
Vitamin-B Complex from 
healthful brewers yeast. 
Mild, gentle . yet effective 
B-1 No irritants or flushing agents 
Break your patients’ laxative 


BOWEL 
MANAGEMENT 


CLIP AND MAIL THIS COUPON 


OTIS E. GLIDDEN & CO., INC. 
WAUKESHA 20, WISCONSIN 


PLEASE Zymenol EMULSION 
SEND (0 Zymelose TABLETS 
SAMPLES 


Zymelose GRANULES 


ADDRESS 


city 
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Each ce. contains: 


Dihydrocodeinone Bitartrate 0.365 mg. 


Orthoxine (methoxyphenamine,* 
Upjohn) Hydrochloride......3.38 mg. 


Hyoscyamine Hydrobromide . . . 0.02 mg. 


Sodium Citrate............. 65.0 mg. 


* Beta-(ortho-methoxypheny! )- 
isopropyl-methylamine 


Available in pint and gallon bottles 


The Upjohn Company, Kal Michigan 


cough control 
plus 


bronchodilatation: 


Orthoxicol 
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ILOTYCIN 


(ERYTHROMYCIN, LILLY) 
ETHYL CARBONATE 


PEDIATRIC 


The Originator of 
Erythromycin 


DOSAGE: 

Thirty -pound child, | teaspoonful 
every aix hours; others, in propor- 
tion to weight. 


HOW SUPPLIED: 

In 60-ce. packages. Each average tea- 
spoonful contains 100 mg. of ‘lle- 
tyoin’ as the ethyl carbonate. 


Rystan Go., Inc.................. 
Schenley Laboratories, Inc... ......176 
Ae. | Schering Corp................19, 121 
4 Eaton Laboratories, Inc. . . 132, 178-179 | 
Endo Products, Inc...............172 | 
2 Fellows Medical Mfg. Co...........148 | 
Fougera, E. & Co.................158 
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Now available to 


the profession 


Newly Revised. 
and Expanded 
Literature on 


Sodium 


Pentothal Sodium 


(STERILE THIOPENTAL SODIUM, ABBOTT) 


Sodium, Abbott ) 


Tus new 32-page booklet provides the latest and most authoritative 
information on some of the practices that have contributed to the world-wide 
reputation of PENToTHAL Sodium as a safe, effective, pleasant and easy- 
to-manage method of intravenous anesthesia. The book contains subject 
matter such as: PENTOTHAL solutions, Individualized premedication, 
Pre-induction preparations and precautions, Venipuncture, Induction, 
Management of some respiratory complications, Guides during maintenance, 
Recovery time, Increasing the scope of usefulness of PEnroTHAL. Also 
presented is a classified bibliography of reports on the use of PENTOTHAL 
intravenously in various fields and by various methods. Why not send 
for your free copy today? Just address your request 


to Abbott Laboratories, North Chicago, 


FOR INTRAVENOUS 


ANESTHESIA 
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“it's so nice to eat 
Tasty food again” 


TABLET 


NORMAL OUTPUT OF SODIUM ‘oe TE 


PRESCRIBE NEOHYDRIN whenever there is retention of sodium and water 
except in acute nephritis and in intractable oliguric states. You can _* 
balance the output of salt and water against a more physiologic intake 
by individualizing dosage. From one to six tablets a day, as needed. 


PRESCRIBE NEOHYDRIN in bottles of 50 tablets. There are 18.3 mg. 
of 3-chloromercuri-2-methoxy-propylurea in each tablet. 


caderstiip Cn 
LABORATORIES, INC, MILWAUKEE 1, WISCONSIN 
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It’s the taste of Mulcin that all 
children like . . . the refreshing 
flavor of real orange. It’s the 
ready acceptance of Mulcin that 
all mothers appreciate . . . no 


more need to coax or bribe even 


Each teaspoon of MULCIN supplies: finicky children. 
Vitamin A 3000 units 


Vitamin D 1000 units 
acid vitamin emulsion makes pour- 


The light, smooth texture of this 


ing easy. And Mulcin needs no 
refrigeration; even at room tem- 


Available in 4 oz. and economical 16 oz. bottles. perature its potency 1s assured. 


Mulcin 


MEAD JOHNSON & COMPANY MEAD 


Evansville 21, Ind., U.S.A. 


| 
| 
— | 
— | 
— 
~ 
: 
1.2 mg. 
Niacinamide............ 8 mg. 


